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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


ah 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and ¢ 


VR AIS (4) 
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MARYLAND STATE DEPARTMENT OF HEALTH 
BiISIoN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07605 CERTIFICATE OF DEATH 14 
1. PLACE OF OEATA tten-E—= ; 7 “USUAC RESIOENCE Where deceased lived, a nisin to mission) 


3B 

aU 

2es 

2s ae ae a. STATE 2 - COUNTY 

27s MARYLAND || Dial: 

be iad (if outsic c. LENGTH OF STAY IN 1b || c. “\TY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 

Boe and give, ne; * a : 2 

as ; ) y [Lf if Itime 

ae eet address) || STREET ADDRESS 7 OG pp = @. 1S RESIDENCE 

fig a 6599 Fahrde ON A FARM? 

mez Y 6) no 

3 . NAME OF - ¥ 

& DECEASEO Last 4 vate ear 

(Type or print) DEATH 19 Le 

Cc SEX ‘9. AGE (In fears [TF UNDER 1 YEAR IF UNDER 24 HRS, 


7. MARRIEO [_] NEVER MARRYEO Sq] | & OATS OF BIRTH 


i wioowen J oworceo[]| 2447/4 a7 
10a. USUAL OCCUPATION (Give kind of work done . KINO OF BUSINESS OR 11. BIRTHPLACE (Coynty & State, 
INOUSTRY 2B Pe 4 


during most of working life, even If retired) 
13, FATHER’S NAME ‘a 14, MOTHER'S pli 


day) Mente Deys | Hours Win. 

yrs. 

foreign country) ) 12. CITIZEN OF WHAT 
COUNFRY? 


| 15, WAS DECEASEO EVER IN U.S. ARMEO FORCES? 


16. SOCIALSECURITY NO. 
(Yes, no, or unkown) as ‘yes pive war or dates of service) 


17, INFORMANT ‘Address 


18. CAUSE OF OEATH [Enter only one cause per line forZp), (b), and 


PART |, DEATH WAS CAUSEO BY: 4 
IMMEDIATE CAUSE (a). 


transit permit. Then please rem 
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+ xX DUE To 
a Ccnditions, if any, which (b). r. 4 
2 gave rise to immediate > 
= cause (a), stating the DUE TO — 
& underlying cause last. (©) AF a ; 
a 3 PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT N oT TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART i{a)  |19. Lee Senne 
= id p 
x) és ves] NO [] 
= 
i | 20a, ACCIDENT WAS UNOERLYING fat 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Ii of Item 18.) 
| OR CONTRIBUTING [1] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour em. while Not While factory, street, office bidg., etc.) 
i] 
S .t ig Bi work (a) at work 


ded the deceased. fro , 19. that (I) (we) last 


im the caus¢s and on the date stated above. 


| 22b. OATE SIGNEO 
STAFF 
[ PHYS. 


21. I certlfy that (1) (this hys pital) attg 


that death occurred 


led with the State Dept. of H 
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ATTENDING MED. 
o. Pus. {_] Director 


tf fh 7T BVA I ADDRESS 
23a. BURIAL, CREMATION,| 23D. OATE THEROF 3c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 
pen Diego a (Abe y wee 
fe FUNERAL OIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 250. | ae ST 
vad UN 9 196 ; 


4 F00 MYece Lise, Calf. D 


director, page 3 should be detached for use as the buri 
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ed by the attending physician ang 
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cremation, or removal, and in a! 
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The law requires that the death certificate be executed within hours after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


eh tts OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
0768 CERTIFICATE OF DEATH 11028 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Restdence before admission) 
PENI ae a, STATE b. COUNTY» 
want Mir Vaud. 
b. CITY OR TOWN (if outside cor aes) limits, c. LENGTH OF STAY IN 15 || c. CITY OR TOWN (If outside corporete limits, wrlte RURAL and elve nearest town) 
write RURAL and give neares' 7 
Wi ae ESVIME / Ho. PALIHMO LE oot 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS @ ‘reece 
SRN CEES STATE Hospital SIS ELD fed Sinai ; ves] _nofX) 
5. NAME OF First Middle Last DATE ae Gay ‘Year 


tintin ———Low/se Beaterce Deeley | Sam ho Wes 


5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [x7] | & DATE OF BIRTH 9. AGE ae TER YEAR ata 
Lye yrs. | 


| Female NEGRO wipowep [] pivorceo-]| 9-2&-/99O 


10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR ‘IL. BIRTHPLACE (County & State, or foreign country) 1% CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 

CUS EWI FE WAS HINGTO re 52. 
13. hee Ge NAME 


14, MOTHER'S MAIDEN NAME 


THomps SAR/o ASIA Stsnous 
15, WAS DECEASED EVER IN U.S. Panis FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
sa no, or unkown) Ce ee a - , : . 
FF.Ol-LOANSPRING SE ld _H, ReECOd. 


AG. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and ©. 7 F TNTERVAL BETWEEN 


_ ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: ip py: yo Fen (Ly: a 
IMMEDIATE CAUSE (a). a Aa wl ie LpVS 


246X 


Contin If any, which se, LHR Ck We ( ZOE Rell oC WV CLHE 0 (0s. Yes 


gave rise to immediate 
cause (a), stating the DUE af 


underlying cause last. pwn BVLY BEL Aw itd TE. S s 


SVKESVIME, 
Le 


PARTII. OTHER SaHiTFIGANTCONDITIONS CONTRIQUTINGTO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Bo) ae WAS AUTOPSY 
eis. ~~ eee PERFORMED? 
LBS Assoc. Witn Cerebral ARTERIOSCIEROS)S . Ps Ye enolic Repelest 50) 0 


20a, ACCIDENT WAS enue Geb AP] 

OR CONTRIBUTING [) CAUSE 0! TH 

(IF E(THER, NOTIFY MEDICAL TKAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Pats In Part I or Part Repl of Item 18.) 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


factory, street, office bidg., etc.) 
While Not Malle ? se 
at work oO at wo « LI 


21.1 certify that (D (this hospital) attended the aa fro -25,/19 £57, that (I) (we) last 
saw the deceased alive on @- 25 1965", ang-that death occurred Poa from the causes and on the date stated above. 


20%. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


22a. SIGNATURE Shy DATE SIGNED 

Dyes : /p 0, PAYS. NS] bintcton BAYS. 

ae Mane). mt Shee RODRESS ROE MBEELD STATE PIOSP, 
Mig Re  - 


23d. LOCATION (City, town or county) (State) 
OVAL (Specify) 


23a. BURIAL, gion 


by BY 


Lhe 1 | 
Lees IE oes. 


9 


japers. Pages 1 and 
in 72 hours after dea 


ly filled in by the funeral 


ransit permit. Then please remove 
cremation, or removal, and in any ev 


The law requires that the death certificate be executed within >. after death. 


Page 4 may be retained by the hospital or attending physician, 


After this certificate has been signed by the attending physician and compl: 


director, page 3 should be detached for use as the bur 


should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL “ D onc PHYSICIAN: 


s 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07607 CERTIFICATE OF DEATH { ( 
[ar PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Resldence before admission) 
; Carroll Naan a. STATE Maryland BCOUNTY Gerroll 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b |! c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL end give nearest town) ps ; 
Union Mills 22 years A Union Mills 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || q. STREET ADDRESS 6. TS RESIDENCE 
] 
é ves] nok) 
3. Ha ae First Middle Last 4. aa Month Day Year 
(Type or print) LEWIS BEARD DEATA June 6 165 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [-]| ® DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IF UNDER 24 HRS, 
male white : last birthday) (Months | Days | Hours Min, 
WIDOWED [%] pivorceo[]{ Jan. 9, 1878 |87 cae 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CATIZEN OF WHAT 
INDUSTRY COUNTRY? 


farmer Carroll County, Md. U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William H. Beard Mary Elizabeth Rosenberger 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkewn) | (if yes give war or dates of service) 


Westminster RD 7 


16. a a i 17, INFORMANT Address 


Lewis Beard, Jr. Marylan 


18. CAUSE OF DEATH [Enter only one cause per jJne for (a), (b), and (¢).] > INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: i y y Bay ti 
IMMEDIATE CAUSE (a). - 


LULAA 
+42 0€ DUE To 
Conditions, If any, whlch ) 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last, (c). 
PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 12) ft WAS AUTOPSY 


PERFORMED? 


ves] No (E~ 


20a, ACCIDENT WAS UNDERLYING ja} 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. While — Not While factory, street, office bidg., etc.) 
p.m. 19 at work[_] et work {1 


21. | certify that (1) (this hospital) attended the deceased {ron A kB 1 194, 45 That (0 (we) last 
saw the deceased alive o 1 and that death occurred 4t31.4 , frdsy the causes and on the date stated above. 


20f. (City or town) (County) (State) 


= 
o 
S 22a. SIGN: 22b. DATE SIGNED 
= ATTENDING 9” MED. STAFF —_— 
5 M.D. PHYS. pirector (] Prys. () = 
I 22c. PHYS! "SS 22d. RESS 
a 
NAME (Type) 
eee Efe | Aw 
z 23a. BURIAL CREMATION] 238. DATE THEREOF" | 28, NAME OF CEMETERY OF CREWATORY 23d. SOCATION (City, town or county) ‘State) 
o AL (Spec > 
7 burial 6/9/65 Deer Park Cemetery Smallwood, Maryland 
24. FUNERAL DIRECTOR ADDRESSS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
VR AS oY 2. A. Yeteevelee, 
Mara \ Z h. Letel z oat UN 9 1965 


4 


hours after death. 


TO HOSPITAL OR ATTEND! 


ING PHYSICIAN: The law requires that the death certificate be executed within 2: 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the bur 


MARYLAND STATE DEPARTMENT OF HEALTH 
Div F ! E CH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ERS OF STATISTICAL RESEAR co 3 0 


Ss 


=o 3% CERTIFICATE OF DEATH 
2S “i ipo 
Ze bY 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution idmisslon) 
oe 8. COUNTY a, STATE b, COUNTY 
278 Carroll MARYLAND Maryland Carroll 
baa b. CITY OR TOWN (if outside cor; apart. Ilmits, c, LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate ilmits, write RURAL end give nearest town) 
2s 2 : write RURAL and give nearest town F 7 L 
ee Westminster lifetime Westminster 77 
z oa d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS Og ate 
a 
8s X]15 Carroll Street 15 Carroll / ves{] notd 
Ss 3. NAME OF First Middle Last 4. DATE Month Day Year 
3 
(ype or print) GEORGE RAYMOND BELL DEATH =June 6, 165 
5. SEX 6. COLOR OR RACE | 7, MARRIED [2] NEVER MARRIED []| 8 DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR |IF UNDER 24HRS, 
nf : : . last birthday) (Months | Days | Hours | Min. 
=e male white wiowep [-] pworceo[]| April 28, 1894 = 
“5 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR LL. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
2a during most of working life, even If retired) INDUSTRY 4 COUNTRY? 
Ss Postal employee U.S. Gov't. Westminster, Maryland U.S.A. 
og 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
SS : - 
Es Edwin D. Bell, Sr. Barbara EBichorn 
SS 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
be} (Yes, no, or unkown) Steg cites eres etzeries} 2 
Ee yes W 218-40-4668 Mrs. George R. Bell same 
= 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 
2 PART |. DEATH WAS CAUSED BY: 7 beg ~ 
ss IMMEDIATE BAUSE @)__ Chote ee 
a 9 
FOO DUE TO 
Conditions, If any, which (0) 


gave rise to Immediate 


cause (a), stating the ( DUE TO eters I ra oe oe ee 


underlying cause last. (c) 


5 PART ||, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART (a) {19. pies pt a 
= 
QS | Generek perl alarrcliean; Egle (dee fthkia + Ctrrtieom YES 7 np [5 
= 20a, recite A WAS UNDERLYING 20b. DESORTE HOW INJURY OCCURRED. (Enter hi (Enter nature of Injury In par 1 or Part II of Item 18.) 
£3 | OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. factory, street, office bide., etc.) 
8 while Not Lal rg 
= 19 at work oO at work 


21. I certify that (1) (this hospital) attended the — from ay, t 1965S, that (I) (we) last 
saw the deceased alive my Sh eS, and that death occurred at&_@_M, from the causes and on the date stated above. 


Za. TURE ol 22b. DATE SIGNED 
/ etn Ss Khe ke wo. Be NS] Bintcror CO) pws CO] ee, ae 
20.7 PHYSICIAN'S 22d. ADDRESS 
NAME (ype) Je tiny S. ALA RS Mey M.D | fAcete Le. betngteerrawe te, Pe 


should be filed with the State Dept. of Health prior to burial 


23a. BURIAL, CREMATION, vy: DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


REMOVAL {speck fy) 3 
urial 6 Krider's nr Westmi 
25b. REGIST 


2a, FUNERAL — ‘ADDRESS © 253. REC'D BY REGISTRAR 
SON PLL ; VLE ZeakvitN 9 1965 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07609 CERTIFICATE OF DEATH 41081 
1. PLACE OF DEATH 2, USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admlsston) 
BS ee a. STATE b. COUNTY 
3 MARYLAND Maryland Carroll 
i] b. CITY OR TOWN (If outside aa IImits, ¢. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 write RURAL and give neerest town! 
3 1 day Rural Sykesvil. 
g ai d. NAME 0} R INSTITUTION (if not in hospital, give street address) |] d. STREET ADDRESS 6. ET! Rate 
al / 
ge rg Carroll County General Hosnital ! ves{_] nol} 
one 
ss 3. NAME OF First Middle Last 4. OATE Month Oey Year 
3 DECEASEO oF 


(Type or print) ANNA L BENNETT _ OEATH Jun e 1 19 6 2 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | 1F UNOER 1 YEAR [IF UNOER 24 HRS. 
7, MARRIEO [—} NEVER MARRIED [_] eee Binehaay) [eae acre [UNDER ORS: 


day) |‘Months | Days | Hours 
= Eeonale White. WIDOWEO Fy] DivoRCED [_} q yrs. | 
a 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
2 during most of working life, even If retired) INCUSTRY COUNTRY? 
fs Honsewi S.A. 
3 13. FATHER’S NAME 4. 
4 2 
3 William C. Mullinix s 
s 15, WAS OECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
i (Yes, no, or unkown) | (If yes glve war or dates of service) 
3! No Bennett Rt.2 Sykesville, Mde__ 
ey 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Ps ea) 
‘2 PART |, OEATH WAS CAUSED BY: 
= IMMEDIATE CAUSE (@)_L-2— epee te DS 
a hm 
4 ol DUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 


cause (@), stating the? OVE TO ; ; x 
underlying cause last. Chae he TH. float O 5 


(6). 


After this certificate has been signed by the attending physician ai 


TO HOSPITAL a ATTENDING PHYSICIAN: The law requires that the death certificate be executed within . hours after death. 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in ai 
we 


c 

Ss 

3 on 

2 Bos 

ee 

bo 

£22 

$25 

e n Sass Se Re Ee ae oe ee ee a ee, 
Sonet & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED Wi feteet fh antes INPARTi(@) 19. WAS AUTOPSY 

ao — 

S82 8) Arter. 4 Viger veackines a” ~ Fs eeu et aArtin, goebrano| yes TNO [] 
—- <5 ing 

= 2 = SERS canine Hh oe TH 20b. DESCRIBE HOW INJURY OCCURRED. (Entef’nature of Injury In Part | or Part I of Item 18.) 

8 = §5 | (iF ENTHER, NOTIEV MEDIGAL EXAMINER) 

ect 3 | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Home, farm,| 20f. (city or town) (County) (State) 
ste a Hour a.m. while Not While factory, street, office bidg., etc.) 

S22 s r 19 at work] et work L1] 

Bae 21, | certify that (1) (this hospital) attended the deceased from. Ey) 19. GX, to 19-4", that (1) (we) last 
Bee saw the deceased alive pis Pa aieaie® and that death occurred tem, frorirthe causes and on the date stated above. 
2£ss . 22b. DATE SIGNEO 

2 ATTENDING MEO. STAFF 

a3) oe wo. Pave NS Coy Binector C) bas OL @4 Ju 

Le? 22d. ADDRESS 

ES. NAME (ype) . , 

= 852 | we) Sone So AarRs He, Bam NE Se On tol 
2 2s 23a. Reece 230, OATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 

ecify) " 
2 Burial | 6/4/65 Freedom Cemeter Carroll Co. Md. 
mA saa DIRECTOR ‘ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
% rad 

VRAIS C.M.Waltz Box 241 Sykesville, Md. ome IN 4 1965 Petanle eter, 


\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


cmd 


| or attending physician. 
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. of Health prior to burial, cremation, or removal, and in an 


director, pag 


within 72 hours after de@th. 


should be filed with the State Dept. 


i mis — &. ail ake a 
MARYLAND STATE DEPARTMENT OF HEALTH 
cites STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

Har 


CERTIFICATE OF DEATH 


1. PLACE OF OEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissjén) 


SPC geal, C PRR can A a, STATE MN d bwOUNTYy 7» rF, a 


b. CITY OR TOWN (lf outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL an give nearest t@wn) 


rite RURAL and give nearest town) / U ek alt in De. i t 3 aol: 


<. 
|. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) || d. STREET AOORESS @. IS RESIDENCE 


7 . ON A FARM 
vilen Nersi ng Me FUG NChppkes SK ves] wo 
3. NAME OF First Middle Last 4. DATE lonth Oay Year 
Gren Lda MN. Brandenhue bets June  / a9. 
5. SEX & COLOR OR RACE T7, aRRiEO [3 NEVER MARRIEO[]| &_OATE OF BIRT 9. AGE (pens [TFUNOER rts FF ONOER 2468 
ZFemhle Wh { te WIOOWED ["] vivorceo} | Heb. 4 i v9 JO |e Al pe oes |e 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 
| pogseie fee Oe 

13, FATHER’S NAME 


s Jflod to Kk. 
15. WAS DECEASEGEVER IN U.S. ARMEOFORCES? 
(Yes, no, of unkown) | (If yes give war or dates of service) 


10b. KINO OF BUSINESS OR at BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY OUNTRY? 
a 


14. MOTHER'S AIDEN N 
16. SOCIALSECURITY NO. [ 17. am Gi ft2 Phe ips Add 
22 -2Y-3 Ye5| Me. | Se Wash 


o —s 
18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), end (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSEO BY: , : . , Pies ae = 
“ IMMEDIATE CAUSE (a). 
ao/ DUE TO 
Conditions, If any, which om generalized, coronary throm i i i June_ 12,65 


gave rise to Immediate 
cause (a), stating the QUE TO 


underlying cause last. (©). iti anemia J fi 
5 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONOITIONGIVEN INPART 1(6) 119. LP Mil 
2 SEURIEU UNETOB ERT 
é ves{] Nol] 
= | 20a, ACCIOENT WAS UNDERLYING a 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of injury In Pert | or Part II of Item 18.) 
& | OR CONTRIBUTING [| CAUSE OF OEATH 
o | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
3S Hour a.m, while Not While factory, street, office bidg., etc.) 
3 p.m. 19 at work[_] et work [J 


22b. OATE SIGNEO 


4 ATTENDING 


MED. STAFF 
Mo. PHYS. Ge] __bireEcror []_PHYs. ol 6-15-65 
NAME CIype) 22d. ADDRESS 
e 
| Howard E, Hall, M. De eit 
23a. “BURIAL, CREMATION, 23b. “OATE THEREOF bis NAME OF CEMETERY OR CREMATORY hg OGAFION (Cty, town or ant | (State) 
Det ; 
Epa 6-17 ~o¢ : tats Mop, . : 


24, FUNERAL OIRECTOT 


& a mee 2d. R GISTRAR’S SIGNATURE 
aswel Thea | omg UN 16 "964 forks Juetge. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07614 CERTIFICATE OF DEATH 11063 
ni ica betore admission) 


3 82 -. 
& 23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoesed lived, If Institution: Rexi 
Ss a / 
» 25 J ¢. STATE d b. COUNTY 
5 2nd Ca Rk olf = : ‘MARYLAND || Mae. Weo2) = ’ J 
pe sy b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (Wf outside corporala limits, write RURAL end give naerest town) 
~ Bao write RURAL and | mone (ies wil tow! — 
oe | LMonTths 19das LAUT r700RE Clg: . 
4 oe Aves = of NAME OF iy Ke hes hile UTION a hol in hospital, give streat address) _ ~~ d. STREET ADDRESS ; . IS RESIDENCE 
8 5 ON A FARM? 
as f2 Z i> f 
& a3 1S acme of STALE Cre: (fal CSS 6 WMT ED (di ls A ¥e__| ves NORy 
By | 3. Serer if First Middle Last | 4. DATE ‘Month Dey oor — ay 
7 | OF 
7 {Tye oF print) pr bn. S3Ko wr. DEATH UNL of 1945 
5. SEX 6. COLOR OR RACE| 7/ married ECUNever mareieo [-] | & rs OF BIRTH 19. AGE [In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
£ MN. Se iy og 2”) [Menthe] Days |" Hour Min. 
é wipowep [X]__ivorceD |] * /703 
0a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. B12 T)1P (County & State, or = rs 12. CITIZEN OF WHAT COUNTRY? 
done during mos! of working lifa, even if retired) | fi? Co, Ws S 7 
cute | Vi > ee OUCESER vA PB RE 
13. FATHER’S NAME 14 SAUTHEK’S: MAIDEN SUA ME 


W/alTx2 MoRMAN | S7ep Py Webh 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17 INFOnMaNT dress > 


‘. > Address ” _— ; 
(Yes, no, of unkown} | (Ityas give war ordetes ofservice) > Mes. Résé Fei le sEe Wy 3y vot 
L BETWEEN 


vo se SS ae ee cok’ ye 4 
18. CAUSE OF DEATH [Enler only ona cause per line for (e), (b), end (c).] ok ‘hia 4 


rar ocariuasewet. Cerebral Wemenrhage Fp So Og 

DUE TO - 
ere. D Se ae (b) Ce b r 2 A r densa Lidge Phen ad 
po Lin Si ‘WO 


by the attending physician and complete 


s that the death certificate be execute 
I-transit permit. Then please remove carbo 


(o), stating the undertying 
couse last, {e) 


9. WAS AUTOPSY 


5 PART Il. OTHER SIGNIFICANT CONDITIONS COMMRIB! STING TO DEATH BUT NOT RELATED TO THE TERMINAL DIS DISEASE NDITION GIVEN IN PART 1 

= 3 PERFORMED? 
O ls yes [] No 

© [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) > = j 

| OR CONTRIBUTING [] CAUSE OF DEATH 

& (WF EITHER, NOTIFY MEDICAL EXAMINER) 

es = = —— 2 

ei 20. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (State) 

= ikem: While __ Not While fectory, street, office bldg., etc.) | 

3 is 19 et work [_] ot work [_] | | 


2. 1 certify that (I) (this hospital) attended the deceased from...~7 6.3, that (I) (we) last 


194, 2, and that death occurred a “EM, from the causes and on the date stated above. 
22b. DATE 


[22a. SIGNATURE aeons STAFF SIGNED 
ee an eee Mp. | PHYS. o DIRECTOR C1 Prys. eo @l2 / Lb. 


be retained by the hospital or attending physician, 


RECTOR: Alter this certificate has been signed 


ATTENDING PHYSICIAN: the law requi 
director, page 3 should be detached for use as the burial 


saw the deceased alive on.. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


fl 
Ss Bea S 22d. ADDRESS 
I oa 122c. PHY: s 
H c NAME Tyee) MLL TON usch™Man the kh = — 
ae / Lies Ht. B c 22K wenrgdicld Stato Hostr lyf. 
Ze Jae, BURIAL, CREMATION, | 23b. DATE THEREOF a NAME OF CEMETERY OR CREMATO! 3d. LOCATION (City, town or county) ( (Siete) 
OVAL Specify) f ve 
o%e Been” owe 26 65~| Movni_ fam Cosa || Batliment, Mary 
vas otal 24 FUNBRAI/DIRECJOR’S TURE Ss Le REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
15M 7-62 


SEWALL LCG. JUN 28.1965 


within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed 


Page 4 may be retained by the hospital or attending physiclan, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 pee a 


07612 CERTIFICATE OF DEATH 


2. a ne (Where deceased lived, if Institution: Residence before admission) 


ee 


qa 
Ske 1. PLACE OF DEATH 
233 ( 
eas cae Cr b. COUNTY 
252 MARYLAND ryland Carroll 
gs bd. oy OR TOWN (If outside co: cue Imits, c. / ty: OF STAY IN 1b || ¢. mir ae *; IN (If outside corporate limits, write RURAL and give nearest town) 
Beg 4 DI and glve neares' 
2 8 Hampstead 
ye x eee [AME Mah at Leas R INSTITUTI “Os glve streat address) ‘ STREET ADDRESS 8 paca es 
232n- 
= 8270 vest] no 4 
3S He 3; are a a ay a Middle Tast 4. DATE Month Day ‘Year 
ra 
ese (Type or print) MARCELLA 1S BUCHMAN DEATH JUNE 29500 65 
S05 3S 6. COLOR OR RACE 17, MARRIED [~] NEVER MARRIED [_] | 8 DATE DF BIRTH 9, age pees | URDER TEA IF ONDER 24H, 
o jontis: ays 
Eee ade wiboweD [-—~ pivorceo-]| 11-3-1877 Et ees 
Se 308, USURCOCCUPATIDN lve kind of work done] 0b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
ae during/mbst of fey oven If retired) INDJGTR COUNTRY? 
B5 / ¢ Maryland USA 
Se | 35: FATHER’S NAME Td, MDTHER’S MAIDEN NAME 
55 2 
ee William Kemp Sarah C. Hockenhorn 
on 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
es (Yes, no,,ovAinkown) | (Ifyes give war or dates of service) 8 
Eg fe) 217-45-139IMrs. Robt.Sauerhammer,Hampstead, Md, _ 
“8 18. CAUSE DF DEATH [Enter only one cause per lin for (a), (0), and(o).1 > (#9 INTERNAL BETWEEN N 
PART |. DEATH WAS CAUSED BY: ashe Arne 
£ 5 ee es ae CAUSE ( et GALL: LLY 
oil 4] DUE TO a , “7 
Conditions, a any, which ) LA Ye 


gave rise to Immediate 
cause (a), stating the ( OVE TD 


underlying cause last. (c). (ie (Pi Doty 


PART I. DTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TD DEATH BUTNDT RELATED TO THE TERMINAL DISEASE CDNDITIDN GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


yves[] NO ey 


> 


MEDICAL CERTIFICATION 


20a, ACCIDENT WAS UNDERLYING Ear 20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 


DR CONTRIBUTING [> CAUSE OF DI 

(IF EITHER, NOTI IEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 

p.m. 


21, I certify that (1) (this pes i 


certificate has been ca by the attending pl 
urla 


director, page 3 should be detached for use as the b 


Is 


20d. INJURY OCCURRED | 206. PLACE DF INJURY (Home, farm, 
While — Not While factory, street, office bidg., etc.) 


at work at work 


20f. (Clty or town) (County) (State) 


After thi 


2, that((h) (we) last 


should be filed with the State Dept. of Health prior to burial 


S saw the deceased alive gt—_fxt44- gm the causes and on the date stated above. 
S .. SIGNATURE (7 a '- DATE SIGNED 
= 
S KiN le. BINENDING Ae ctor ome oO 6/29, 1/65 
2 | ‘22c. PHYSICIAN'S —_ so ADDRESS i 
Fe ! ey MeG.Porterfield Hampste: tead,Mde 
4 730. BURIAL CREMATION, 230. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate) 
cl 
2 Burts” | 7-1-1965 Hampstead Hampstead Ma. 
24. FUNERAL DIRECTOR ‘ADDRESS 25a. REC'D BY REGISTRAR | 25. REGISTRAR'S SIGNATURE 
VR ALS (4) - ne asl stead, Md 
pa Tipton-Eli exap ’ e amy B 1965 fe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 4 nae 


07613 CERTIFICATE OF DEATH 11085 


5 \. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacossed lived, If Instilution: Residence befor 
fone @. COUNTY e. STATE b. COUNTY 
as Carroll ____ MARYLAND Maryland Frederick 
>es b. CITY OR TOWN [if outside corporete limite, ©, LENGTH OF STAY IN 1b €. CITY OR TOWN lif outside corporate limils, write RURAL end give nearest town) 
eee M write RURAL and give nearest lown) , -) 
Snes Rural, Middlebur; Emmitsburg, <0 X ~~ 4 
2a d, NAME OF HOSPITAL OR INSTITUTION (il not in hospitel, give street eddrass) . STREET ADDRESS @. 15 RESIDENCE 
zag ON A FARM? 
32 4 | Brookfield Manour Nursing Home oe 4 ves [] NO fe] 
Baa 3, NAME OF First Middle Lest aa E Month Dey Yo = 
ag DECEASED OF 
5 s (Type or print) eae ey Byard peat June 21, 1965 19 
is 5. SEX 6 COLOR OR RACE/7, MaRniED [| NEVER MARRIED []| ©» DATE OF BIRTH 9. AGEin voor] oor BES “IF UNDER 24 F 
¥ ‘i Months] Deys | Hours 
Female White winowe K] _pivorcio [] |Septe 2, 1880 yrs. | aie 


1Da. USUAL OCCUPATION (Gi 


kind of work 
done during most of working lil 


even il retired) 


Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Then please reméve carba 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any [ev 
< 


Housewife Ennitsburg, Maryland _U.S.A. a 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
: John Byard Josephine Wetzel 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT “i Address = 
(Yes, no, or unkown) | (Ifyesgive werordetesol service) 
a __No =) None Mrs, Charles Koontz, Emmitsburg, Maryland R.D 
(3 18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).] INTERVAL BETWEEN 
& PART I. DEATH WAS CAUSED BY: 3 od eats Sein alli 
ps IMMEDIATE CAUSE [e) OV EN am 


f= *'y es oa Sas 
44. IO DUE TO Ks; 


Conditions, if any, whieh {b} 
gave rise to immediata causa 

{e), steting the underlying ¢ DYETO 
couse lest. {e) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hla) 


The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: Atter this certificate has been signed by the attending physici; 


19. WAS AUTOPSY 
PERFORMED: 


yes [] No 


2De. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘2Db, DESCRIBE HOW INJURY OCCURRED. (Enter nature ol Injury in Pert | or Pert II ol item 1B.) 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 


Dd, INJURY OCCURRED 
While Not While 
at work ["] at work [] 


led the deceased froi 30 )b2.. 19 
65 1 


‘2De. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stete) 
fectory, stree!, office bldg., ete.) i 
1 


MEDICAL CERTIFICATION 


19 


to that (I) (we) last 
and that death occurred od ten, from the causes and on the date stated above. 


pu 22b. DATE 
ATTENDIN' MED. ‘Al 
mp. | PHYS. aS pinector ["] PHys. [7] 

35 


SIGNED 
Bice i" 


230, BURIAL, ee pis DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


REMOVAL (Specify) 1965 Mt. View, Ennitsburg, Frederick Co. Mde__ 


24 FUNEI DIRECTOR'S SIG} ee ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
7 
| Lule “ Emmitsburg, Md» loan JUN 24 Clarbog Meera 


director, page 3 should be detached for use as the burial-tra: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR ALS (4) 
20M 5-63 © 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07614 MEDICAL EXAMINER’S CERTIFICATE OF DEATH tf 


HEALTH DEPT. [a Pince oF veata 2, USUAL RESIDENCE (Where deceased lired, If Institution: Residence before admission) 
&. COUNTY @, STATE b. COUNTY 
ae Carroll MARYLAND Maryland Carroll 
esa se b. Grrite RURAL and seeee cor eek limlts, c. LENGTH OF STAY IN 1b ex ‘OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Reza 3 u give nearest town} : 
ee g a Westminster 13 yrs Westminster 
e: 8 i ’ d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) f STREET ADDRESS 6. 1S RESIDENCE 
oe <3 
moe 22 71| DO A Carroll Co. General Hospital ||'8 Ward Avenue ves )_no fe) 
2 - 
sz “2 3. NAME OF First Middie Last 4. DATE Month Day —‘Year 
Tas 2 DECEASED OF - 
poe 28 | testo CHARLES WET ZEL CATHER | tam dune 10 19.05 
sig £5 5. SEX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED [~] | ® OATE OF BIRTH 3. ie mn A IF UNDER 1 YEAR|IF UNDER 24 HRS. 
285 =F \male white s Months] Days { Hours | Min. 
£ ; winoweo {J _pivorceof]|Oct. 26, 1906 
= oo N + yrs. 
sts zea 10¢. USUAL OCCUPATION (Give kind of work done| 10b. KiNO OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
eS 83 ~~} during most of working life, even If retired) INDUSTRY COUNTRY? 
25m 7, teacher public school Littleton, W. Va. Us Sa 
aoe gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
elk. os 
Bes Ge Charles D. Cather nh Tg 
s=E ES 15. WAS DECEASED EVER INU.S. ARMEOFORGES? | 16. SOCIALSECURITYNO, | 17, INFORMANT ‘Address 
Nso os (Yes, no, or unkown) | (Ifyes plve war or dates of service) oi . A same 
S5y 2 -- -- 219-36-0931| Mrs. Lottie Bissett Cather 
£95 : = 
= sé S & 18. CAUSE OF DEATH [Enter only one causg-gar line for (2), (b), and (c).1 INTERVAL BE eal 
gee a PART |. DEATH WAS CAUSED BY: ba iB 
2-5 35 IMMEDIATE CAUSE (e), 
Swe 8 of 
Sie 2S c DUE TO 
ses zB 3 Conditions, If any, which (b). 
4252 55 geve rise to Immediate 
= BS cause (e), stating the ( DUE TO 
BES oe underlying causa last. (©) ==: 
ae 3 | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITIONGIVENINPART1(a) |19. WAS AUTOPSY 
2o2 34 — 
BSS 82 O}8 ves [no 
: 2S Bs = Patan Co GONTRIBUTING oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part J or Pert IJ of Item 18.) 
828 U5 & | Cause OF DEATH 
pis ae e ‘ 
= oe a4 = |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208, PLACE OF INIURY Home, farm.) 20F. (ity or town) County) (State) 
ase oF a Hour a.m. While Not while jactory, street, office bidg., etc.) 
Zee ev = Mm. 19 at work] at work 
=Etx o os 21. 1 certify that | took charge of the remaips.described above, held an Autopsy [_], Inspection J], Inquiry {-], and In my opinion 
eo eo : Natu Ascident [], Suicide [], Homicide [_], Undetermined manner [_] 
a= 23 
ert) CHIEF MEDICAL EXAMINER [_] 
2eee2 ACTUAL ASSISTANT MEDICAL EXAMINER [_] 22, DBTE S)GNED 
Beeoa. SIGHATUR es: bfes 
ft an OEPUTY men guint Boa. 
: So EXAMINER'S y 
3 os os © NAME (Type) shikd ‘had Crtrcrte mee td 
HSo's == 23a. eae a 230, OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Fae LOCATION (City, town or county) ihe 
a - El ec ify) j 
eoetss uria 6/14/64 Evergreen Mem. Gardens inksburg, Mit. 


VR AISME ( 
SM 1/65 


24. FUNERAL OIRECTOR ADDRESS. 25a. REC'D BY REGISTRAR pos Ls ISTRAR’S SIGNATURE 
ail e nut i LOL EL Z nd oat JUN 14 196 i erty) ye 


\ 
Ss 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


re 07615 CERTIFICATE OF DEA 11087 
se \. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If inslitylion: Residence before edmission) 
nes e, COUNTY res | ap TAFE b. COUNTY, 
£35 e. MARYLAND ALE ys 
> 23 b. CITY OR TOWN (if outside corporate Ijmits, = oy OF STAY IN Ib ¢. CITY QR TOWN (If outside corporate limits, write RURAL eng give neeras! town} 
278 write RURAYand give neerest 11 te the 
ert AA va : RRs) 
hes a {OSPITAL OR INSTITUTION (if nero a 1, give stredf address) \! d. STREET ADDRESS @. 1S RESIDENCE 

5 ‘ON A FARM? 
s42 ALL” NK iz : ves [1] NO 
s en 3 NAME OF First Midde a | &DRTe Month ‘Dey ‘Veer 

OF 
oc zs 

gos (Type or print) eH, ‘ a ¢ aia PD DEATH ote ps 19 os 

= 3. SE ~ 6. COLOR QRRACE|7, MARRIED [Never MARRIED [-] Pee ie Fant ‘OF BIRTH 2p GE (In years jIF UNDER 1 YEAR] IF UNDER 24 HRS. 

“f L iphdey) | Months] Deys | Hours in. 
WIDOWED cma Divorced [_] yes. 


We, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


U 


1S. WAS DECEASED EVER IN U.S. ARMED FOR: 
{Yes, no, or unkown} | (I iye wgr or detesof: 


10b. KIND OF BUSINESS OR INDUSTRY 


Cee 


"| 12. CITIZEN OF WHAT COUNTRY? 


ar 


THPLACE aged 157 ‘or es country) 


13. FATAER'S NAME THER’ Ui NAME 


16. SOCIAL SECURITY NO.} 17. ee Address ad. 
ee) ~, 
- 0TA(ZS3B te SRT 


18. CAUSE OF DEATH [Eniar only one cause per lina for (e), (b), and (e).] ne BETWEEN 


ONSET AND DEATH 
PART J. DEATH WAS CAUSED BY, 
IMMEDIATE CAUSE (e) A!) FHL AOUBOSTAS 


ik 
* / DUETO 


Conditions, if eny, which wAsSYD +$ IR ILPOPO SCALLROS 1S (Geunnercen) 


gave risa lo immediate cause 
{a}, stating the underlying ( DUE TO 


7 »@ CSes7y — Crenign. Falevhe” 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTII fo} = BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION | GIVEN IN PAR’ 


Zz 19. WAS AUTOPSY 
2 | PERFORMED? 
$ : ; Yes oO _NO i 
= | 202. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert II of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Dey, Year] 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, form, 20h, (City or town) (County) (State} 
G 
rat Hour a.m, While __ Not While fectory, street, office bidg., ete.) | 
= ie 9 ‘al work at work i 
21. 1 certify that (I) (4 Mest) attended the deceased from. A 22 that (1) (wo) last 
ee 
saw the deceased ali 5 = S965, and that death occurred at’ |X, es the causes and on the date stated above. 
228. SIGNATURE a 22b. DATE 
——"_| ATTENDING MED. STAFF SIGNED 
mp. | PHYS. BY viRECTOR [[] PHYS. [] Re 13-65" _ 
i] ie. PHYSICIAN'S 22d, ADDRESS y 


Nat ie Hist €. Hate , Ao. 
23e, BURIAL, CREMATION, | 23b. DATE oe OSH 


OVAL a(Spagfty) 6-T$- 


NRECTOR‘ en’) aA Ud 
VR AIS ( i 
20M $-63\) 


Chee fb 


“AL (City, ame, county) Ue i 
25a. REC’D BY REGISTRAR | 25b. ‘e) ISTRAR', a Md 


Sy 


23c. ME OF CEMETERY OR CREMATORY 


director, page 3 should be detached for use as the burial-transit permit. Then please removl 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event; 
bf 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


omfUN 21 1965 


+ 


The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


1 LAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICA AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
07615 7 
moe 7 ve CERTIFICATE OF DEATH : <1 
= Sea Cd 
228 1. Hat OF DEATH = : ue. ons” 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before admtssion) 
B ne $ a, STi Rt b. C 
o-5 CARROLL st wean || HkeLAND GXRROLL 
re ao . pee] an c. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
Bee R 
= 2 ‘ural -Ham Rural - Hampstead 
3 gn NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || 4. STREET ADDRESS 0. TR RESTOFROE 
= 2 . > 2 
See xX Houcksville Road Houcksville Road ves{]_ no fl 
a) = 3. Be Ges First Middie Last 4. BBE Month Day Year 
ny 
(ype or print JESSIE He COLE Death June 13196 
CE) 5. SEX 6. COLOR OR RACE 7. MARRIED [~] NEVER MARRIED[] | 8 DATE OF BIRTH 3. AGE inate FEUD TYE PF UHBER Eu 
Ss ; 
Eee PF W WIDOWED pworceo{] |Jan.2l, 1892 Yrs. [Nea | 
c= 10a, USUAL OCCUPATION (ave ind ofworkdone| 1Db. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
s 32 during most of working life, even If retired) INDUSTRY COUNTRY? 
255 Housewife Carroll Co., Mde USA 
=) se 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Bee Thomas Lowe Alice ‘Hann 
3 wees aah Nee eds ie hades AUS , 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
2s 1, ice 
SES ao | /$- 32-667 
oa — 
S58 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] 4 INTERVAL BETWEEN 
Beg PART |. DEATH WAS CAUSED BY: 2 Ss pa a 
ois yf e } IMMEDIATE CAUSE (a). 2 
sa. : 
Es AO DUE TO . , - fe? 
Conditions, If any, which (0) Le nrAn - bk. Zz VILE A 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (ec). 


3 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONCIVEN INPART 1(a) | 19. Perens 

= ae 2 
5|& ves[} No] 

i . = 2Da, ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
§ | OR CONTRIBUTING [1] CAUSE OF DEATH 
© } (IF EITHER, NOTI |EDICAL EXAMINER) 
2Dc. TI OF INJURY Month, Day, Year | 2Dd. Cl D | 206. CE OF INJURY (Home, farm,| 2Df. (City or town) oun c) 

g D IME OF INJt ith, Ye Dd. INJURY OCCURRE! AUR E fla gett roy fer ; DF. (Cli town) (County) (State) 

a Hour e.m. While Not While ‘actory, street, office bidg., etc.) 

3 at work[_} at work [_] ae] 


21. | certify that (I) (this hospital) attended the det 


saw the deceased aliv 19, , from the causes and on the date stated above. 


22. DATE SICNE 
| é 0 


ATTENDING 
PHYS. 
| 22d. ADDRE:! 


‘ED. STAFF 
pirecror [1] PHYS. 


ss Hampstead, 


M.D. 


7c. Maite (ype) MeCePorter: 


director, page 3 should be detached for use as the burial-transit peri 


Page 4 may be retained by the hospital or attending physician. 
should be filed with the State Dept. of Health prior to burial, 


TO FUNERAL DIRECTOR: After this certificate has been s 


238. BURIAL CREMATION, 296. DATE THEREOF | 23e. NAME OF CEMETERY OR CREMATORY ad. LOCATION (City, town or county) tate) 
EMOYAL ee 
rig ¢ Yr Carr X 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY 1065 SICI RE 
YR ALS (4) Tipton-Eline Hampstead, Md, olLiN 17 196 


15M 4-64 


AS 


Pages 1 
72 hours aft 


pers. 


lease remove ay 


Then 


rtificate has been signed by the attending physician and completely filled in by the funeral 
-transit permit. 


is ce 
director, page 3 should be detached for use as the burial. 


After thi 


d with the State Dept. of Health prior to burial, cremation, or removal, and in any evel 


Page 4 may be retained by the hospital or attending physician. 


TO KOSPITAL é ATTENDING PHYSICIAN: The law requires that the death certificate be executed withi q . after death. 
should be file 
~ 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1,, wvoSy: 


07617 CERTIFICATE OF DEATH 
1, PLACE DF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 
a. CDUNTY a. STATE b. COUNTY 
Carroll MARYLANO Maryland Carroll 
b. CITY OR TOWN (if outside corner limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Westminster 21 days Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS e. Eee e 
Carroll County General Hospital / 63% Penna, Avenue ves] nob 
3. NAME DF 
ees First Middie Last 4 Pa Month Oay Year 
(Type or print) i B. Collins DEATH G FL lS 
5. SEX 6. COLOR OR RACE 8. OATE OF BIRTH FUNDER 24HRS. 


7. MARRIED [—] NEVER MARRIEO [Jf 


9, AGE (In years |IFUNOER 1 YEAR 
last birthday) (Months | Oays 
33 yrs || 


Hours | Min. 
Male White wiooweo [7] _bivorceo[] |May 29, 1932 
10a. USUAL OCCUPATION (fie kind of work done | 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 
Lift o operator iaber yard Virginia U2 Ss. A. 
13. FATHER’S Ni 14. MOTHER'S MAIOEN NAME 
Gay Collins Martha Gibson 
15. WAS OECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No_ 25—38=0051  \|Mrs. Martha Collins, Westminster, Maryland 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and (c).7 Pte a a 
PART |. DEATH WAS GAUSEO BY: 4 
IMMEDIATE GAUSE (2) URemity 3S WKS 
7 dix DUE To 
Conditions, If any, “which wo _CHKONIC GLomeellLoNefAkiTts Veer s 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (c). 
& | PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONOITIONGIVENINPART 1(a) |19. Was. AUTOPSY 
= —— 
S yes[] NOY 
= 20a. ACCIOENT WAS UNDERLYING 20. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 
| OR CONTRIBUTING (| CAUSE OF DEATH 
| (F EITHER, NDTIFY MEDICAL EXAMINER) 
% | 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 206, PLACE OF INJURY (Home, farm,| 20. (City or town) (County) Gtate) 
a Hour a.m. while Not White factory, street, office bidg., etc.) 
a 
= o at work Oo at work Tl 
21. h certify that i (this ie ee the aoe sed fri ES, that (I) (we) last 
saw the, deceased alive bi 12> __, and that death occurred ai , from the causes and on the date stated above. 
22a. SIGNATURE A 220. OATE = 
ATTENOING STAFF 
eee iS. ams y Z M.D. ee oirector ] Pxys. (1) LL fe 
NAME (Type) 


225” PHYSICIAN'S ae ADDRESS 
neent J. Fiocco | Westminster, Maryland 


23a. BURIAL, CREMATION,| 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, May? 


ee sy 


07618 CERTIFICATE OF DEATH 
3 3 . PLACE OF DEATH 2. USUAL RESIDENCE (Whare daceasad livad, If institutlon; Residence belore admission) 
52 @. COUNTY = 7+ . 206 
25 ; Carroll a. STATE b.cOUNTY Alien 4663057 
BNE e% u MARYLAND || _ 2 
= Us b. CITY OR TOWN if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporata limits, write RURAL end give neeres! town) 
Fax writa RURAL and give naarast town) ie h : 
£78 (Rural) Sykesville jehy Smo. Fae co a ee! ‘a oe 
zac d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS e IS ae 
2Ru ONAF 
oid Springfield State Hospital ves [] no [] 
ie "3. NAMEOF First oo 
an DECEASED James NE Ca) * ~ Gom fara OF 65 
Ore (Type of print} DEATH 19 
= S. SEK 6. COLOR OR RACE|7_ maRRiEDK ] NEVER MARRIED [_] | 8 DATE OF BIRTH UNI TOWN |9. AGE (in years |IF UNDER T YEAR) IF UNDER 24 HRS. 
623 ae birthdey) | Months] Deys | Hours | Min. 
5 i: male white wow []  pivorep[] Rave age 6% at adm © 87 yn? | 
5S TOe. USUAL OCCUPATION ( of work | 10b. KIND OF BUSINESS OR INDUSTRY | fi. BIRTHPLACE (County & Stee, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
S38 done during most of working 1 if cetired) k lien Rees Ss kgation No. ie 
ze none — == = ee 
ae 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
o 
23 5 
3a unknown unknown —s a, 
Se 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
aun (Yes, no, of unkown) | (Ifyesgivewerordetesofservice) 
2” f= i none _—i|Hospital records _ —_— 
be = 18, CAUSE OF DEATH [Enter only one cause per line for (e), (b), end {c).] : : i ~ | INTERVAL BETWEEN 
7 g PART I, DEATH WAS CAUSED BY: . ret aes 
2 =. MMBIATECAUSE a) L PCMMONT a eee 5 Be y 4 2. .. 
52 4 7 A DUE TO 


Conditions, if eny, whéch (b)__ 
geve rise to immediete ceuse 


(a), stating tha underlying ( PVETO 
couse lest. ae {o} 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He) 19. ves AUTOPSY 
Sehizophrenic reaction, paranoid type. ERFORMED? 


YES o No [§ 


iv) 


MEDICAL CERTIFICATION 


20a. ACCIDENT WAS UNDERLYING [) 

OR CONTRIBUTING [j CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. — 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part Il of itam 18.) 


20d. INJURY OCCURRED 
While blot While 
ot work [| et work [] 


208. PLACE OF INJURY (Home, ferm, | 201. (City or town} ; (County) 
faclory; street, office bldg., etc.) | 


. of Health prior to burial, cremation, or removal, and in an 


19 


(we) last 
saw the deceased alive on. and that death occurred at. . from the causes and on the date stated above. 


22a. SIGNATURE ATTENDING. aie 22b. yee 
ae ioe WRT mo. | Ps. director [] Pas. oO 6-23-65 


22¢. PHYSIIAN’S 22d. ADDRESS Springfield State Hospital 
wetetisco Gnecco, M.D. EPR # P 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: Arter this certificate has been si: 


a 


230. BURIAL, CREMATION, 
REMOVAL (Specify) 


24 FUNERAL DIRECTOR'S SIGNATR 
“ J 


236. DATE THEREOF 


director, page 3 should be detached for use as the burial-tra 


be filed with the State Dept, 


death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR AIS (4) of 


20M S-63 


id 


ma 


apers. Pages 1 an 
72 hours after dea 


p 
in 


etely filled in by the funeral 


id comp 
lease remove 


lan ant 


by the attending physic’ 


transit permit. Then 


® 
2 
o 
= 
a 
€ 
a 
£ 
S 
& 
2 
= 
Ss 
e 
a= 
ead 
rl 
= 
oS 
= 
3S 


ed 


The law requires that the death certificate be executed within é hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


ificate has been 


director, page 3 should be detached for use as the bi 
should be filed with the State Dept. of Health prior to buri 


TO HOSPITAL q ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISIQN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE.1, rth ae 


CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssjén) 
a, COUN OLL a. STATE b. couy. 
MARYLAND MARYLAND. ‘TIMORE CITY 
b. CITY OR TOWN (If outside c: erate limIts, c, LENGTH DF STAY IN 1b || c. CITY OR TDWN (If outside corporate limlts, write RURAL and give nearest town) 
write RURAL and glve nearest town’ ° 4 
_ SYKESVILLE 1 mo.,6 days Baltimore i 
da NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e ae he 
SPRINGFIELD STATE HOSPITAL 1,301 Roland Avenue ves] no 
a. Da aces First Middle Last 4 pale Month Day Year 
ee ELINOR COULTER |" Sam JUNE 6 
5. SEX 8. COLOR OR RACE )7, MARRIED [~] NEVER MARRIED [] | ®& DATE OF BIRTH 9. AGE {in years [TFUNDER 1 YEAR]IF UNDER 24HRS, 
last birthday) Months} Days | Hours | Min. 
FEMALE | WHITE WIDOWED {%) _viVorceo(]| 2—-22~87 


10a. USUAL OCCUPATION (Give kind of work done 


yrs. 
10b. KIND OF BUSINESS OR TL, BIRTHPLACE (County & State, or’ foreign country) 
during most of working IIfe, even If retired) INDUSTRY ‘ a : e 


12, CITIZEN OF WHAT 
COUNTRY? 


Housewife Baltimore, Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Mary P. Daly 
a as Msi fren Int U.S. ARMED FORCES? | 16. SOCIAL SECURITY ND. | 17. INFORMANT ‘Address 
ye far or dates of service 
No 216-h6-5921 | Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL gy 
PART |. DEATH WAS CAUSED BY: i 2 
7 , IMMEDIATE CAUSE 6) 
ane DUE TO ~ x 

Conditions, If any, which (b) ; /0 

gave rise to Immediate 

cause (a), stating the ( DUE TO 

underlying cause last. (c). 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) ]9. WAS AUTDPSY 
3| Chronic brain syndrome, associated with senile brain disease with ves) NOSE 
= 20a. al 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) ‘ 
= OR ONRIBUTING F CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (CIty or town) (County) (State) 
B Hour a.m. while Not While factory, street, officabldg., etc.) 
Ss p.m. 19 at work|_} at work 


21. I certify that (I) (this hospital) attended the deceased from. to O=. png. , that (I) (we) last 


wo! 
saw the deceased alive on__6=16-65 _19__, and that death occurred hbo, from the causes and on the date stated above. 
22a, SIGNATURE 22b. DATE SIGNED 


ys: fl uo, AR" MiBaron 1 HME pa] 6/16/65 
22c. PHYSICIAN'S 22d. ADDRESS 
PME yee) M.D, Springfield State Hospital, Sykesville 


23a, BURIAL, bsp | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


OVAL 
Bale EN ORE toed tron 
[Corl Judge 


REM (Specify) 
at eee mietron ADDRESS 25a, REC’D BY REGISTRAR 


HW, Means & Son 805 N.Canverte Sr nwUN 21 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, WAR AN 2 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH Lise 


1 
A FOR eg 


HEALTH DEPT. 


1. PLACE OF DEATH 


5 eon 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


ON A FARM? 


yes) nol] 


a. ST) b. COUNTY 
See CARROL Z, (5) MARYLAND f WEIZA z 
5 3s Se bd. CITY OR TOWN (if outside earache limits, ¢. LENGTH OF STAY IN 1b |, ¢, CI T (If outside corporate limits, Write RURAL end give nearest town) 
ge Ea rite RURAL and give.nearest town) 
gS ae) - ty r bh SC Ap > .2¥ 2 
oe oa oS = = i So nat _ 
as 4 d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |[ d. STREET ADDI } , @. 1S RESIDENCE 
: 


ZAR SILER RUA 1641 Gaaierp lhe, 


e: NAME OF First Middle Last 4. pare Months» Day Year 

a , 
én (Type or print) DE WE (e, KL DAYJS ay DEATH 6 - /f 196.5 
24 5. SEX 6. COLOR OR RACEZ 7, MARRIED >] NEVER MARRYD(—] | & DATE OF BIRTH “* 9. AGE (in na SEL rag ENR IE UNDER ZEA 

= . lontha jays jours in. 

5 |Dibe |ALZ | wom g — onoweol| Fabe, 22 170d 2 Sms | 

= 10a. OSUAL OCCUPATION (Give kind of w Qb. KiND OF BUSINESS OR Ti. BIRTAPLAGE(State or foreign country) 12, CITIZEN OF WHAT 

2 during most of workingzife, e ) INDUSTRY ) COUNTRY? 

> > a, df oy, y 

s es MAIDEN SAME 

i cr 

= PI. P24 

s Address 


f 


zt 


= 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 

3S -le- $20 


for (a), (b), and (c).} 


18. CAUSE OF DEATH [Enter only one ceuse py 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


ONSET AN 
4 2o/ DUE TO aq 
Conditions, If eny, which b). = 
gave rise to Immediate - 


couse (a), stating the ( DUE TO 
underlying cause lest. (o). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(8) 


cremation, or removal, 


word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 t 


19, WAS AUTOPSY 
PERFORMED? 


(a) yes [] No X 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part IT of Item 18. y 
PRIMARY [] or CONTRIBUTING 2) 

CAUSE OF DEATH. 
0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 207. (Clty or town) (County) ‘Btatey 


factory, street, office bidg., otc. 


Hour 


MEDICAL CERTIFICATION 


While Not While 
at work} at work [J 


ge 3 should be used as a burial-transit permit. File pages 1 and 2 wi 


MINER: This certificate should be executed within 24 hours after death. If any delay 


please execute the certificate, writing the 


director. Page 4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3, Page 5 may be 


of Health or its designated agent, prior to burial, 


e ibed above, held an Autopsy [_], ene FE Inquiry [_], and in my opinion 
3 = Suicide [-], Homicide ["], Undetermined manner [_] 
ss ’ CHIEF MEDICAL EXAMINER [_] 
J ACTUAL 22, DATE SIGNED 
o ats SIGNATUR ee Lee LNG ASSISTANT MEDICAL EXAMINER [_] ILS 
355 5 ee IGAL EXAMINER -f- 
g] EXAMINER'S 
E Bs aA NAME (Type) F ICHER hit ie Wave goo”, 
= s2 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23¢,_ NAME OF CEMETERY Of CREMATORY 23d. LOCATION (City, town or county) ¢ 
S2fs EMOVAL (Specify) we? 
- . ¥ Re os 25% Y REGISTRAR | 25b. RE TAR Ss Senne i 
4, FUNERAL DIREC , ‘ADDR a. tN 4 , 
fa y) MOL 
VR AISME (5) 3 4 196 i caylee, 
vente Z P00 Dec due, Lhe OA DATE 9 ii ie ie 


’ 


ooh 


y filled in by the funeral 
papers. Pages 1 and 
hin 72 hours after deat 


@ ¢.* 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the burial-transit 


VR A15 (4) 
15M 4-64 


@ 


lease remo’ 
and in any 


ermit. Then 
in, or removal 


ol 


led with the State Dept. of Health prior to burial, 


should be fi 


tl 


f 


, cremat 


1) 


\\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
VES ON OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a CERTIFICATE OF DEATH 1109 
1 presen 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence fe admission) 
% 5 b. Cl 
CARROLL wagvano ||” “MARYLAND oMN,TO, CT 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, wrlte RURAL end give nearest town) 
RUE eg anasey genet town I MONTH BALTIMORE, MARYLAND Joos. 
d. NAME OF HOSPITAL OR INSTITUTION (If TA give areas S| d, STREET ADDRESS 6. fae 
iv a P 7 = 
/S| SPRINGFITLD, STATE HOS 635 SAST , OOK, rest nob 
3. peat 3 E First MARIE Middle Last 4, pare Month Day Year 
(Type or print) ELIZABETH , TE LAWRENCE, DYSON | DEATH JUNE 5 1905 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-} NEVER MARRIED[] | 8 DATE OF BIRTH 9. AGE (In yoars [IF UNDER 1 YEAR IFUNDER 24 HRS, 
ps last birthday) in. 
FEMALE WHITE | wioowen 4, __oworceot-]| 1723/99 ab Pepe a ele 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
HOUSEWIFE MARYLAND 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
JOSEPH LAWRENCE la AUGUSTA GRUNER 
a Ra elas ee 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
a Wi it a 4 ay 
ion” | SPRINGFIELD HOSPITAL RECORDS, SYKESVILLE MD. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: [4 . é ‘ GNER ANE EH 
=... ,, IMMEDIATE CAUSE (a) 


@—eB 


* DUE To ‘ 
Conditions, one which o__CBre brb L VAivtrn ba sh 


gave rise to Immediate 


cause (a), stating the DUE TO Leertt2 
underlying cause last. ©). CEP AAA? 


2Dc. TIME OF INJURY Month, Day, Year 


Hour a.m. while — Not While 
p.m. 19 et work at work 


21. | certify that (1) (this hospital) attended the deceased from___May 4, , 19-65, to__Jume_5, 19_65, that (1) (ie) last 
saw the deceased alive on_____Junp 5, 19__65, and that death occurred at LJ. BhreMehe causes and on the date stated above. 


22a. SIGNATUR' \"Z DATE SIGNED = 
Wy, ATTENDING.goy MED. STAR ey 
. Vihear, Peachrvdtz~__ms. pays. P<t_omrector C] pays. C1) €-S5-GS 
22c. PHYSICIAN’S 


20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) eS AGtH 
factory, street, office bidg., etc.) j é REA Si ON 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
= —ee 

& CHRONIC B?AIN SYNDROME ASSOCIATED WITH CEREBRAL ARTERIOSCLEROSIS WITH ves{] Nopg 
i | 202, ACCIDENT WAS UNDERLYING [| | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part or Part II of fem 16: 

& | OR CONTRIBUTING [7] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) SYCHOTIG 

2 

s 

a 

= 


22d. ADDRESS ~ SYKESVILLE 
WE GH ton H. Busehman SPRINGFIELD STATE HOS’ ae 
23a. REMpVvALepectty) 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, to EO 
wal \6-9-65 | News (athedral (emetery Battinone, Mids 
24, FUNERAL DIRECTOR ADDRESS. 


mdUN 9 1965] fore peg 


Leanand 9. Ruck Onc Baltimore, Md. 


TO HOSPITAL OR ATTENOING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07622 CERTIFICATE OF DEATH Lig 


ooh 


s 
22 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssion) 
B30 a. GQUNTY 
eee a, STATE b. ae a 
222 MARYLAND 
Sx &o ING ‘outside porns Timits; c. LENCTH OF STAY IN ib || c. : tee OR TOWN od, ‘owside corporate Imits, an oat RURAL and give nearest town) 
Bs 
="8 Se 3 Ors =a 
olin 4 treet address) || d. Ak tgaiod ®@. IS RESIDENCE 
i 9 ON A FARM? 
. yes] nol} 


3. NAME OF First 


Middle Last 4. DATE Month Day Year 
fypecrpriny AVAQIE= OSELL/#- = Etkert ail tam JUNE S, 1965" 


6. COLOR OR RACE | 7, ttanRiED [] NEVER reales @. DATE ie BIRTH 9._ACE (In years [IF UNDER 1 YEAR |IF UNDER 24 HRS. 
wipowep [Z}- pivorcen | Ard 


last birthday) ise Days | Hours | Min. 
(Ga. USUAL OCCUPATION (Cive kind of work done) 10b. KIND OF BUSINESS OR i =! ‘(County & State, of fartion country) | 12. CITIZEN OF WHAT 
ed) INDUSTRY OUNTBY? 


yrs. 
jost of working I ve even If re} 
15. ihiKh te S. ARMED FORCES? A JAL SECURITY NO. 


(Yes, no, or unkown) UT react war or dates of service) 


14. MOTHER'S MAIDI 


17, INFORMANT 


P2140. exr220. 


‘transit permit. Then please remove car] 
, cremation, or removal, and in any event, 


—— 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN | 
PART 1. DEATH WAS CAUSED BY: ; : - ‘ papa est 
IMMEDIATE CAUSE (a) hea disea hypertension 
: 4200 DUE TO 
Cenditions, if any, which 0) hemiplegia cardiac failure May 1709 ae 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (9_vaginal bleeding (unknown cause) anemia June. 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTINC TO DEATH BUTNOTRELATED TO THETERMINAL DISEASECONDITION GIVEN IN PART 1(a)  [19. Pasoanetd 


ves] Nov} 
20a. ACCIDENT WAS UNDERLYING aa 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 

OR CONTRIBUTING [7] CAUSE OF TH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF Ue eres 20f. (Clty or town) (County) (State) 


Hour a.m. while Not While factory, street, office bldg., etc. 
p.m. 19 at work ‘at work [_] 
21. | certify that (1) (this hospital) attended the deceased from__May ___, 1965, to_Jume 3, , 1965 that (1) (we) last 


saw the deceased alive on. 965. and that death occurred at_G: AM, from the causes and on the date stated above. 
22h, DATE SICNED 


wo MBO Pn AME Ol Ge Fh 
i 22d. ADDRESS 
| Nae Cape) Howard E. 1S vege US | Sykesville, Maryland 


23a. BURIAL, CREMATION,| 23b. DATE THERE! 23c. ,NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 
EMOVAL (Specify) é " 


ficate has been signed by the attending physician and comple 


MEDICAL CERTIFICATION 


After this certi 


director, page 3 should be detached for use as the burial 


should be filed with the State Dept. of Health prior to bu! 


Page 4 may be retained by the hospi 


wn of county) 


(State) 


TO FUNERAL DIRECTOR 


24. FUNERAL DIRECTOR 


See, 


b. RECISJRAR'S ‘SIGNATURI 


7 sell IN 71965) or lto edge 


VR AIS (4) ne 


20M 1/65 


n 


ificate be executed within q hours after death. 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certi 


Page 4 may be retained by the hospital or attending physician. 
JO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician anq 


y, within 72 hours a 


lease re 


, cremation, or removal, and in an 


‘transit permit. Then 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to bur 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07623 CERTIFICATE OF DEATH } 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Qasauai @. STATE b, COUNTY 


Cc MARYLAND M, PRETO oe touny 
b. CITY OR TOWN (if outside cor; rh Iimits, c. LENGTH OF STAY IN 1b || c. CITY OR" TOWN (If outside corporete Imits, write RURAL end give nearest town, 


write RURAL and give nearest town! x 
Rural = Syke svi 4 Je il days / ~ 
. E OF PITAL OR UTION (if not In hospltal, give street address) || d. STREET ADDRESS. 6. ae 
B/ 5 |Springfield State Hospital ves)_no fx) 
3. NAME DF First Middle Lest 4. DATE Month Day Year 
DECEASED OF 
yes Fo M Catherine Fazenbaker | DEATH 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED fe) NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR IF UNDER 24 HRS, 
fd Oo last Irthay) Months Hours | Min. 
Female | White wipoweo[]__pivorceoT]|_ Oct 


10a. USUAL OCCUPATION (Give kind of work done 


12. CITIZEN OF WHAT 
during most of working life, even If retired) 


1Db. KIND OF BUSINESS OR 
INDUSTRY COUNTRY? 


an 


ris 
13. FATHER'S NAME 


Nesley Schroyer 
15. WAS DEC! ED EVER IN U.S. ARMED FORCES? 


16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) |(Ifyes give war or dates of service) 
No = None 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 
PART I. Wits WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 
+ DUE TO 
Conditions, If any, which (0). 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


Sweitzer _ 


17. INFORMANT eee 


field zt kesyille, Md. 


“INTERVAL BETWEEN 
ONSET AND DEATH 


& | PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TOTHE TERMINAL DISEASECONDITION GIVENINPART 1(a) |19. was AUTOPSY 
= aenaanpamermaarioiD 
,~|s| Chronic brain syndrome associated with senile brain disease with ves] Nog) 
“1 | 20a, ACCIDENT WAS UNDERLYING ZO, DESCRIBE HOW TIGHY SEUORRED: CEnte@ere bE iMhury In Pert | or Part 11 of Item 18) 
& | OR CONTRIBUTING [9 CAUSE OF DI 
© | (IF EITHER, NOTIFY MEDIGAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF UR ome aie 20f. (City or town) (County) (State) 
a Hour a.m. While Not vite factory, street, office bldg., etc.) 
= at work fel et work 


2hal certify that (I) (this hospital) attended the ae fr 
saw the deceased alive omn___6/25/ 1965 __, nd that death occurred af12 10", 


ao, EM Nine AE | 
229, ADBAESS ~ inet eid jel Hospital 


23c./ NAME_OF CEMETERY OR CREMATORY 7 


TE THE! 
IBEETOR alk s— Sa Pou s 25a. REC'D BY (LEK 7b. REGISTRAR’S SIGNATURE 
\ Wise Qeailcd Lud | DATE ji HI 2. pobortog p thea 


8 19__65, that (1) (8) last 
the causes and on the date stated above. 
22, DATE SIGNED 


— 


BURIAL, Ceci | “2 L: 


23a. 
REMOVAL syed 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oh 


», : 
sual Q7624 CERTIFICATE OF DEATH 11096 
€ Bey 1, PLACE DF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before adm|ssion) 
= Sy a: CDUNTY a ft 5 COUNTY / 
27s Carroll MARYLAND ryland altimore City  / 
ba ed b. CITY OR TOWN (if outside porate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate Iimits, write RURAL and give nearest town) 
BS 2 write RURAL and give nearest town) 
ss Sykesville 25yrse7mos.15dyse Baltimore oat 
oon d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. 1S RESIDENCE 
sear, ON A FARM? 
= Se / Springfield State Hospital 2221 E. Pratt St. ves] nol 
ss. 3. NAME DE First Middle Last 4. DATE Month Day Year 
DECEASED DF 
(ype or print) PAUL (NMN) FRAME OEATH JUNE 30 19 65 
5 5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED pe] | & DATE OF BIRTH 3. AGE Ingvar IF UNDER 1 YEAR|IF UNDER 24 HRS, 
Months | Di H Min. 
Ee Male White wipoweo [7] pivorceo{]| 2-h-O5 60° as "ep [EO a - 
a 10a, USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
So during most of working life, even If retired) INDUSTRY COUNTRY? 
SS Mechanic Maryland USA. 
os 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Ss 
= Sol Frame Sophia Kaplan 
ae 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT ‘Address 
Pa) (Yes, No, or unkown) | (If yes ive war or dates of service) ~ 
Se No Unk. Records, Springfield State Hospital 
a3 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).2 INTERVAL BETWEEN 
ss a DEATMMEDIATE cause (a) _LMfaretion of the base of the brain Bays 
ia J 20 DUE TO 
Conditions, If any, which (Occlusion of basilar artery Days 


gave rise to Immediate 
cause (a), stating the ( OUETO 
underlying cause last. (0). 


Hour a.m. factory, street, office bldg., etc.) 


p.m. 


3 Sehice ER i ee DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) | 19. Geena 
& om, paranoid 

le chizophrenic reaction, paranoid type tes NOC] 
= 2Da, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
© | OR CONTRIBUTING (7) CAUSE OF DEATH 
© | (IF EITHER, NOTI IEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (county) (State) 
i 
= 


while oO Not While ‘By 


19 at work at work 


21. | certify that (1) (this hospital) pay the deceased from. 19____, that (I) (we) last 
saw the deceased alive on__O~30—6. and that death occurred a , trom the causes and on the date stated above. 
22a. SIGNATURE COLE : | 2b. DATE SIGNED 
a ws, Sy Hi BE | 6308S 


226. PAYSICIAN'S z 22d. ADDRESS Springfield State Hospital 
NAME (Type) Octavio A. Ruiz, M. De | Sykesville, Maryland 


23a. senor pel) | 23b., DATE, THEREOF 23c. NAME OF eae ah: Y 23d,—LOGATION (City, town or county) (State) 


EMOVAL (Specify) 
Basel 6/3/96 | ffernineg Ke ae PLO ra? 
IERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR| 25b. REGISTRAR IGNATURE 


Son SB. Ris b Sony Gate 3314 Pata 2! ose SUL 2 kbarbig dye. 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician anq 


should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL q >. PHYSICIAN: The law requires that the death certificate be executed within e. after death. 
director, page 3 should be detached for use as the buri 


) 
VR A15 (4) NN 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Meare yt: 


07625 _ CERTIFICATE OF DEATH 11097 


‘ 
y) 


1, PLACE OF DEA’ a - | 2, USUAL RESIDENCE (Whare deceoted lived tylion: F 
CS Ve ©. STAT b. COUNT 
abr d {7 _MARYLAND _ "1 1 farrthe abe e v 
‘b. CITY OR TOWN {if outside corporate limits, ¢, LENGTH OF STAY IN Ib c. ATY OR TOA (If outside corporete limits, writa RURAL and giva neer = rl 


in 24 hours after 
in by the funeral 


© 


‘CTOR: Ajter this certificate has been signed by the attending physician-and completely 


rite RURAL and ag a "9 = m 
kos one / a A Miri SPEA 2 Mog lane VS RESIDENCE 


Ds F ore otion (if not in ne ive sh eddress) 
sea? ON A FARM? 


LO 0 Main Shrael & I! LOf of. lA cre SL. ves [] NODK 


3. ants ins Middle Last Month Dey  — Year 
DECEASED 


ype err) Lh pe pee. oS eee | al fe we Yo See 


5. SEX DATE OF BIRTH AGE (In years |IF UNDER 1 YEAR| If UNDER 24 HRS. 


6. cofor oy RACE) 7, MARRIED [7] NEVER MARRIED. 9. ae eee Se 
oO JR * RAR } § 4 bi eer ele Days | Hours | Min, 
~t1m wipowen [_] bivorcto [_] 
TOR. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
done paused most of eg) fife, even il retired) | WU & A : 

D¥O me au Tt heer ~ | Wo. 


FATH Agile NA fey 4D MOTHER'S MAIDEN Une f 
w. Gata DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT _ i Address — ag => 
1-26-29 MY. OA fle hi 

olin. BETWEEN 


{Yea, no, of unkown) | (Ifyesgive werordetes of servic 
rr XE ears only one cous pe for (e), {b), end {c).] shoe pe 


5. Pages 1 and 2 shoul: 


hours after death. 


no 


that the death certificate be executed 


ramscersasaettin (Dpeon 4 Beallptihse 773 & 
+ / DUE TO 
Conditions, if any, which (b)_ Gar virion le SCfew LZ (2 AiViees ken Dawe : 


gave rise to immediete couse 
{a), stoling the underlying f OUETO 
cause last, Pcie = te) 


transit permit. Then please remove carbo 


, cremation, or removal, and in any event, 


| or attending physician. 


19. WAS AUTOPSY 


ITENDING PHYSICIAN: The law require 


a 
ag 
os — 
na Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ile)| NAS AUTOPS 
2 
cells ~ $$ _____— vs []_ No at 
2 33 © (200. ACCIDENT WAS UNDERWING—-3—] 206. DESCRIBE HOW INJURY OCCURED, (Enter neture ol injury in Pert | or Pert Il ol item 1B.) 
Aised E | on CONTRIBUBNE@-TYCAUSE OF DEATH 
22252 SB Ye ETHER, NOTIFY MEDICAL EXAMINER} 
3 3 3 s 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, 201, {City or town) (County) (Stete) 
os é it aie While. Not Whil fectory, street, ollice bldg., ete.) | 
3 sé 2 i 75 et wok] aewor |] " es a 
n a “s 2 
3s Bs 21. To certi at (I) (this hoa iJgl) attended the de eased, tron WAY.../.... 0 1949 xr fhAE LR, 1 of that () (we) last 
Ze saw the decbafed alive a a Z thal death occurred at 4093 BPrrom the causes and on the date stated above. 
38 = 22b. DATE 
a fo ATTENDING MED, STAI 
PA 2 P32 o. | PHYS. 7 pirecror [J PHYS. [1] wah un 
Pie is i 22d a 
Hod 8= i 
ae Ea te 
“a oy ea / Can wel 
hes tr % ATE THEREOF ts. LOCATION (City, er or county) J aie 
$ a 
ov [oh] 3 én (3- el £0 = Wd 
aie 25a, REC'D BY REGISTRAR 


Flos IN 17 1965 


25h pclae dy 


monk 


and completely filled in by the funeral 
bon papers. Pages 1 ani 


any eyént, within 72 hours a 


transit permit. Then please remeve Far 
cremation, or removal, and 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


director, page 3 should be detached for use as the bur 


5 \\ 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
should be filed with the State Dept. of Health prior to bur 


24, INERAL DIRECTOR a 
Wm a5 AN & 2 Jytied Lief rude. TUM 


fter di << 


18) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07626 CERTIFICATE OF DEATH { 
1 a OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admission) 
i . . a. STATE b. COUNTY 
Carroll (Myers District haryianp Maryland Carroll 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL end glve nearest town) 
write RURAL and give nearest town) ¥ bs 
near Silver Run 19 years near Silver Run 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) | F STREET ADDRESS e [ieee 
Babylon Road Babylon Road vesk] nolL] 
3. Bercicce First Middle Last 4, sae Month Day Year 
(Iype or print) CLAUDE OSTEN GREEN OEATH June 19, 1965 
5. SEX 6. COLOR OR RACE | 7, maRRIEO %. DATE OF BIRTH 9. AGE (In years | FUNOER 1 YEAR |IF UNOER 24 HRS, 
4 EO [og NEVER MARRIED [_] last birthday) (Months | Days | Hours ) Min. 
male white WIOoWED [-} pivorceof{]] Oet. 24, 1910 | 54 yrs. | | 


10a. USUAL OCCUPATION (Give Kind of workdone| 10b. KINO OF BUSINESS OR 21. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


farmer also worker [in pistgn-rin amber, Carroll Co., Md. ARS 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Aaron A. Green Anna V. Conaway 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) |(Ifyes give war or dates of service) 

= ey 219-10-6122 Mrs. Claude 0. Green same 


18. CAUSE DF OEATH [Enter only one cause_per line for (a), (b), and (c).1 a -y INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Ch ; y) pV t tt ele TA Vtleg bee, ONBETERND DEAS 
: IMMEDIATE CAUSE (a). 
141 X DUE To € ’ 
Conditions, If any, which ) KL brew 
gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (c) 


& | PART 1. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) [19. WAS AUTOPSY 
= ——s— JVverewoomovs 
& yest] No 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of Item 18.) 
§ | OR CONTRIBUTING [) CAUSE OF D. 
© | (IF EITHER, NOTIFY MEOICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= Hour a.m. while Not While factory, street, office bidg., etc.) 
& 
= p.m. 19 at work L_] et work im 
¢ 19-457 that (0) (we) last 
bm the causes and pn the date stated abpve. 
22a. | 2b. DATE SIGNED 
STAFF : — 
mae Ol 6-z/-6S 
2a. BU Zab. DATE THEREOF Zad. LOCATION (city, town or county) Gtate) 


IAL, CREMATION, 
[Sonal (Specify) 
urlal 


6/22/65- 


Silver Run, Maryland 


Sit ij N 99. “4 G65 rec Pay Weed E 


MARYLAND STATE 


O7627 : 


DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


109y 


1, PLACE OP DEATH 
a. COUNTY 


2. USUAL RESIDENCE (Where daceasad lived, if institution: Residence bafore edmission) 
a. STATE 


18. CAUSE OF DEATH [Enter only ona cause par lina lor (e), (b), and (c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2) _ 


Cofew4aeT Occlusion El cae VAKiIe 
o rR eWAel PINE Lo Sct eo StS 


sane 


“INTERVAL BETWEEN 
ONSET AND DEATH 


2 TEES 


ez 
£8 

BS ef b. COUNT 
5 lene Colel sac MARYLAND _ _Maryland €arroll 
AD eae 2 3 b. CITY OR TOWN (if outsi porate limits, ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (if outsida corporata limits, writa RURAL end give naerest town) 
a a + Westminster ey 87 yrs Ww tmi ta 

£y ! ES. St / Westminster as ee 
= ‘i 8% d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give straat addrass) J d. STREET ADDRESS a. IS RESIDENCE 

i . pe ON A FARM? 
eo: YX {100 W. Main Street -100 W. Main Street _vts [No [x] 
3 Be EE WAME OF First Middle Lest ro “BATE Month Day Year 
Nn z 
28, ey SV Ww, ALTER Geun 4; ME. beara CD Fine. 26 wl Sa 
® 3 5. SEX 6. COLOR OR RACE|7, MARRIED [NEVER MARRIED [_] | 8. DATE OF BIRTH "]9. AGE (In years jIF UNDER 1 YEAR| IF UNDER 24 HRS._ 
3 1 At. L£. Wet; / 95 s birthday) Months] Days | Hours | Min. 
Ly he wiboweb [_] pivorcen [_] AVE 46) “a aA a yes. | 

2 A etl aes “J pe ae 
3 ton ee Oe ON Give kind a weeay 10b. KIND OF BUSINESS OR eee | ne. aarintaee (County ‘& Stata, or ot orsign country) 12, CITIZEN OF WHAT COUNTRY? 
3 na during mest of working life, avan if retire 
bt = 
5 wholesale grocery palesman, retired, Westminster, Maryland | U.S.A, 
% 13. FATHER’S NAME rr | 14. MOTHER'S MAIDEN NAME 7 
3 John C. Grumbine | Mary Ellen Myers 
fe 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address ? , 
2 Was, 9, or unkown) | llyespivawerordatesotvervice) 
. SS == 214-10-55854 Mrs. J. Walter Grumbine 
£ 
ig 
5. 
Cc. 
2 
z 
a 
© 
= 
€ 


|, cremation, or removal, and in any event, wi 


L/4nv 
"a / DUE TO 
Conditions, if any, which 
gave rise to immediate causa 
DUE TO 


{a}, stating tha unde 


220, mete”? 


DIRECTOR: After this certificate has been signed by the attending physician and completely 


@: 


Wei. S ORK. 


ah 


ATTENDING 
PHYS. 


MED. STAFF 
DIRECTOR 25) PHYS. 


O 


M.D. 


e 3 should be detached for use as the burial-transit permit. Then please remo 


22c. aes $s 
NAME (Type) 


4 
ES 
<= 
= 
a 
= 
vu 
& 
= 
a a cause last. {eo} 
ope au ee - 
za 3 3 z PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1lo]] 19. WAS AUTOPSY 
aeSee 3 ics 
UEees hace oe AEBS 2a) oe eS Te ; iB) EAE, 
Pe =, & [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura ef injury in Part | or Pact Il of itom 18.) 
& , = & | OR CONTRIBUTING [] CAUSE OF DEATH 
ae £ & ] (lf EITHER, NOTIFY MEDICAL EXAMINER) 
Of 3 3 20e, TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, * 201. (City or town) (County) (Steta) 
25 = a Holt sce While __ Not Whila factory, street, offica bldg., etc.) | 
a2 3° = Bur 19 at work [_] at werk | \ 
i 7 = 
He & 2). I certify that (!) (this hosglin attended the deceased from , WAL, to. MEAG, 1965, that (I) (we) last 
2 saw the deceased alive on We ade that death occurred af.} 1, Rap, from the causes and on the date stated above. 
4 UG ee A 
a 
£ 
Se 
2 
3 
= 


Be. h 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 


wemonny fest) | 6/29/65 


death. Page 4 


director, pag: 
be 


NAME ¢ OF CEMETERY OR CREMATORY 
_| Krider's Cemetery 


23d, LOCATION (City, town or county] 


nr Westminster 6 


TO HOSPITAL, 


TO FUNERAL 


24 FUNERAL DIRECTOR'S SIGNATURE Wee? 


Up 
vR AIS (4)\/ ‘ 


ISM 7-62 


25a. REC'D BY REGISTRAR be ptliavlag S$ SIGNATURE 


13.0 1965 froreen 


oe ft1a Lia 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death, Page 4 may be retained by the hospital or attending physician. 


VR AIS (4) 
2DM 5-6 


MARYLAND STATE DEPARTMENT OF REALTR 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07628 CERTIFICATE OF DEATH eke 


1. PLACE OF DEATH 


3. COUNTY Cp R R OL ts MARYLAND 


Q 


2, USUAL RESIDENCE (Whare deceased lived, If institution: Residence bofore admission) 


“Ep LAW Dp" CAR ROLL 


A 
= te . 
ee b. CITY OR TOWN iit eutside corporate ini, ©. LENGTH OF STAY IN Ib ITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Bas py and give Wwe aa 
fos | “ST MMSE, ‘Cv RAL. WESTM) WV STEA __ 
iD 
Bae d. NAME OF HOSPITAL OR INSTITOTION (if not in hospitel, give street eddress) ‘7 4. STREET WD ne dD R ae e IS RESIDEN GE 
22o ‘A FARM 
S*8yl 322 Marecnner AVE  ([g22 4 ET AVE 
> 52 YES s(]' No  (- 
$ Sn 3. pa. NAME ¢ oF First Middle ‘Last Ty DATE “Month “Dey Veer 
aah = a ae é 
ag Type rn Dwr AD yates VLE AINE team JUVE 29 ph S 
a aes 6. COLOR OR RACE} 7, manmieD [oePvER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yoars |IF UNDER 1 YEAR] If UNDER 24 HRS. 
M A il Ww KR ta D Ec j 18 ag {f a Be bvantiohacase Days | Hours | Min. — 
[= wipoweD [_] pivorcen [_] Lee 
Sve TDs. USUAL OCCUPATION (Give kind vane | 10b. KIND OF BUSINESS i INDUSTRY | 1¥. BIRTHPLACE (County & 2 or bY country) | 12. CITIZEN e a COUNTRY? 
% jong during most of working life, even if retire 
gir | ED ‘Dairy & ETAL CARROL yp U 
Bee 13. FATHER'S NAME 14. MOTHER'S MAIDEN wat TE = 
ages a 
£8 
3ae Le Jo: : ee 5 at Sa 
ge 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. RARE gt ‘Add WES 
Sis 8, 70, of unkown) | (Ifyesgiveweror detesofservice) ‘ 
SEE | eres ciewnt see les 22-959 We ST M IWS TELL LY 
2. es r = : 
¢ § 18. CAUSE OF DEATH [Enier only one couse per line for (e), (b), 7. "yy 3 eh 
2ss PART I. DEATH WAS CAUSED BY; Al 
z ab IMMEDIATE Eating ot Cy tele = MY6 iG. 4 RADIAL. AN FARCTI VL Ee 
s pdvage 
ee yb ol DUE TO 
“ow 
ea Conditions, if any, which w ARTE a Ib &¢ LENotl C CORPIOVASCY LA, 18) YEAN 
BB5 seve rise to immediote couse <a VISE: SE a 
oa (a), steting the underlying DUETO 
2 os cause lest te) ee ae 2 
: =5 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
> pSeed  LL 
S40 9 ERFORMED? 
For. Al< yes [] no [J 
Toa seClv a 2 
g32 = | 208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Parl Il of itam 18.) 
ola 5 
55 & | on CONTRIBUTING [-] CAUSE OF DEATH 
pak G(r EITHER, NOTIFY MEDICAL EXAMINER) 
Pet oO — — = =: 
see § | 20. TIME OF INJURY” “Month, Dey, Year | 2Dd. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 20¥. {City or town) (County) (Stete) 
ts a Hour a.m. Whila Not While ) 
as 3 4 8 at work [_] et work 
Oss 21. | certify that (i) (this ONE ati) Pa ceased from.x.J... asp PUOR nM cartel. Mee. 
OZe saw the deceased alive o1 he M, from the causes and on the date ees iG 
Bs8 
23 A 
i 
ATTENDING MED STAFF S{cveD 
ae pHys. = []__birecron [] puys. [J b -29- “L3 
S= 22d. ADDRESS 
es } 
aes Wrest MMTEX? MARYLAND 
Sa ae ae Ba Pe ee a ee i EN et 
i= 2 23s, BURIAL, CREMATION, ) DAT, yy, - | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
os3 OVAL’ (Specify) 
oO 
4 Pe 


24 F RAL 52 Pipe 'S SIGNATURE eat zuterwen. 
wos - LEI LE LM 
tie 


a 


1 and 2 


the funeral 
pers. Pages 1 an 


filled in by 


transit permit. Then please remove 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


director, page 3 should be detached for use as the burial. 


should be 


TO HOSPITAL OR ATTENDING PHYS 


VR A15 (4) 
15M 4-64 


in 72 hours after death. 


ICIAN: The law requires that the death certificate be executed within : hours after death. 
) 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and co! 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAR 


rey 
07623 CERTIFICATE OF DEATH 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
oe a. STATE b. COUNTY i 
Carroll MARYLAND Merylend Ba timors 
b. CITY OR TOWN (If outside rompers limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (It outside corporate Iimits, write RURAL and give nearest town} 
write RURAL and glve nearest town) x 
Westminster 3 weeks Reisterstown »A?y.2 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8. ee ae 
Carroll County General Hospital]| Box 188, Church Road yvesC] noGd 
3. oes First Middle Last 4, a Month Day Year 
(Type oF print) Albert Edwin Harry DEATH Z sr 96s" 
5. SEX 6. COLOR OR RACE | 7, MARRIED [i] NEVER MARRIED[—]| & DATE OF BIRTH 9. AGE (In years 
ea) Oo birth Months | Days 


Hours | Min. 


IFUNDER 2 | Hoe 24HRS. 


Male White WIDOWED [-] pivorceo[]|Dec. 7, 1899 os. 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


10b, KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or forelyn country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 
Insurance Sslesman 


Insurence Co. Middleburg, Cerroll €o.,Md. UV. 


13, FATHER’S NAME 
Charles Albert Harry 


14. MOTHER'S MAIDEN NAME 
Mery Catherine Grimes 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address vel, 
(Yes, no, or unkown) | (Ifyes glve war or dates of service) a, +3 
No 215-05-85)4 Mrs. Ida.Harry, Church Rd, Reisterstw 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: * & 
20 | WIMEDIATE CRUSE Wo) CO2D/IRC Prey rey r71/> _Y Hove § 
~O DUE TO : 
Conditions, If any, which Mn ncae y CTO Swee «Ss 
gave rise to Immediate DUE DIPL ENERRET! Al 

cause (a), stating the 5 9 

underlying cause last.  Aereceoscucqotia ewer Liseuse YE ORS 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVENIN PART 1(a)  |19. SR HenR 


yes [7] NO [pe 


20a, ACCIDENT WAS UNDERLYING Eira 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part II of Item 18.) 


OR CONTRIBUTING [] CAUSE OF Di 

(IF EITHER, NOTI EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 

Hour a.m. 
p.m, 


20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 
While Not White oO factory, street, office bidg., etc.) 


19 at work |] at work 


21. 1 cestify that,(I) (this hospital) _ the deceased fro 194S_, to 1925 | that (1) (we) last 
deceased alive oI 72> 19S and that death ocourred At ZZZM, from the causes and on the date stated above. 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


2b, DATE SIGN 
ATTENDING —>MED. STAFF = 
aes M.D. _ PHYS. pirector L} pays. C1] C//>7es 
c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


incent J. Fiocco, Jr. Westminster, Maryland 
23a, BURIAL, CREMATION,) 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 6/15 6 4 Ae 
urial if 5 Mt. Zion Church Ceme Freeland, Nery and 
|ATURE 


24. FUNERAL DIRECTO! ADDRESS 25a, REC’D BY REGISTRAR | 25b. REGISTRAR’S SII 
Bh eelebenslt Owings Mills, Md.|oAUN 15 1965 [Charles eage. 


* 


25 
5 22 
S 553 
a ets 
S 272 
2 £28 
= oo 
aPa 
ep 238g 
3 £8 
= ow fn 
Bon 
es 
“es 
ace 
3 Se 

£ 

gz 


transit permit. Then please removg 


The law requires that the death certificate be executed within 2: 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and comp 


director, page 3 should be detached for use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AL5 (4) 
15M 4-64 


cremation, or removal, and in any q 


should be filed with the State Dept. of Health prior to burlal 


val 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07639 CERTIFICATE OF DEATH LITE 


1, Hes ae) 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admission) 


Carroll HARTLAND a STATE Maryland > COUNEarroll 


b. CITY OR TOWN (if outside cor} tom limits, c, LENGTH OF STAY IN 1b . CITY OR TOWN (if outside Corporate limits, write RURAL and give nearest town) 


write RURAL and give neares' 
Westminster RD #4 77 years Westminster RD #4 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ie STREET AOORESS 8. UO eas 
Cranberry Cranberry yes] nofsd 
3. NAME OF First Middle Last 4, OATE Month Oay ‘Year 
OECEASED OF 
ype or print) EARL DAVID HENRY beaTd June 2 195 
5. SEX 6. COLOR OR RACE |7, MaRRIEO [-] NEVER MARRIED [&] | & DATE OF BIRTH 9. ed IFUNDER i YEAR |IF UNDER 24HRS. 
lay) Months | Oays | Hours | Min. 
male white wIDoweED [7] oworceot}| Sept. 8, 1887 ie lon | 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


12. CITIZEN OF WHAT 
OUNTRY? 
stone mason 


10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelgn country) 
Carro Co. Road Carroll County, Md. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Samuel Jacob Henry Susanna Elizabeth Fitze 
ane AS OEGEASED FEIN U.S ARMED FORCES? 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
-- -- 215-34-1678 Russell E. Brothers same 
18. CAUSE DF DEATH nly oni INTERVAL BETWEEN 
aes DENMSCANED per line for (a), ©), and (c).J ONSET AND OEATH 
‘777 xX OUE TO . 


Conditions, if any, which 0) Concinnernadate 


gave rise to Immediate 
cause {a), stating the DUE TO 


underlying cause last. Coreen e— of Faas 
PART II. OTHER SICNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOTRELATED HE TERMINAL OISEASE CDNOITION GIVEN IN PART 1(a) 


factory, street, office bldg., etc.) 


FI 19. WAS AUTDPSY 
= PERFORMEO? 
s yes[} Not] 
= 20a. ACCIOENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

§§ | OR CONTRIBUTING [) CAUSE OF DI 

© | (IF EITHER, NOTI EQICAL EXAMINER) 

z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
8 

= 


Hour a.m. While — Not While 
p.m. 19 at work O at work 


21. | certify that (1) (thi ite) ai ended the deceased from. ee, te: 19___, that (1) (we) last 
saw the deceased alive o! 19____, and that deat occurred at. SOB pi, from the causes and on 1 the ¢ date stated above. 
22a, SIGNATURE 2b. OATE SICNEO 
ATTENOING MEO. — 
Udi Lb oom R ¢ Wafer + M.0. PHYS. pirector [J PAYS. Fol (4 [2L6 S 
226. on 22d. ADORESS 


[1s O3.Main 


23a. BURIAL, CREMATION, 23b. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
(Specify) 4 
burial 6/5/65 Krider's Cemetery nr Westminster, Marviand 
ets ~ a. REC'O BY RECISTRAR]| 25b. REGISTRAR’S SIGNATUR| 


Samant D 7 a 


Lge Pregl > Lysapetariden HafendWN_4 1965 


that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re’ 


VR AIS (4) \\ 
15M 4-64 


quires 


Page 4 may be retained by the hospital or attending physiclan. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY, 


076383 CERTIFICATE OF DEATH Lilvd 


aN 
2: B ee ale: 4 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admjsston) 
2 
2 Carroll STAT! b. GUI 

28 isl waevuno || Maryland Ylont gomery 
ees B ae We vit ao" ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, Write RURAL end give nearest town) 
Be a 4 =, ry + 
af 8 | Rural Sy: 6-Mo.5days Glen Echo Le 4.2 
| $ Pi d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6 pai eg 
ry 
ess Springfield State Hospital 7326 University Ave. yves(] no®&l 
> _s = 3 
3s s= 3. KANE. DE First Middle Last a DATE Month Day Year 
2 
esd Croecririn) __L eke ra Aronaild Ir 06 miu 6 26 %65 
§ 2 = 5. SEX 6. COLOR OR RACE | 7, maRRiED [} NEVER MARRIED[]}| ®& DATE OF BIRTH 9. AGE (In, years] IF UNDER 1 YEAR IF UNDER 24 HRS. 
a8 ¥ t birthday) |Manths | Days | Hours | Min, 
BES A hi wale pworceOT]| 2 2-29 ~ & pS yes. 5 b 7 | 
«2 10a. USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2s Sats tee of working Ilfe, sven If retired) INDUSTRY CDUNTRY? 
2° i 14, MOTHER'S MAIDEN NAME 
3 
wes 
SF5 stay Aro a Ernest 
eS 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
Ze Ss (Yes, no, or unkown) | (If yes yive war or dates of service) NONE Records 
so 7 N 

ss ry fielLaAHospitadld — 
225 18. CAUSE OF DEATH [Enter only one cause per Ilné for (a), (b), and (c).) INTERVAL BETWEEN 
Bes PART I. DEATH WAS CAUSED BY: 5s e ogee De 
 @Ss uy IMMEDIATE CAUSE (a). jeart failure. cay: 
22— # ; 
ass f 3) DUE TO 
o33 Conditions, if any, which o__Coronary arterioselerotic heart disease. years 
Sue gave rise to Immediete 
S22 cause (a), stating the DUE TO 
g ge underlying cause last. (co) 
Soe 5 | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(@) [19. WAS. AUTOPSY 
23 & 
8.8 2/2 ves (X] No [7] 
bahar = | 20a, ACCIDENT WAS UNDERLYING Ee 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert I or Pert 11 of item 18.) 
BES |B) Gr ONBNONAENEE Sahil 
Sen ° zy 

om 
288 & | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 
Les a Hour a.m. While Not While factory, street, office bidg., etc.) 
288 = Mm. 19 at work|_} at work 
Zee 21. | certify that (1) (this hospital) attended the deceased from 19§ 5 to_6 2-6, 19_6 phat (I) (we) last 
ess saw the deceased alive nn_¢ >a 19 _¢_,egnd that death occurred aty—g PM, from the causes and on the date stated above. 
ee 22a, SIGNATURE 22b. DATE SIGNED 
523 Ob Wig Ther ra wo. PVs C]_Bintoror CI favs WI] 6 ~ 27-65 
Z aS 22¢. PHYSICIAN'S 22d, ADDRESS 
Ese / wWME(R dward dJ.eMathews Speingefi¢eza Hgep- 

oS -2—8- = = = Le 
es 23a. Cee 23d. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

pecity) a 

e7* Burial 6/30/1965 Cedar Hill Cemetery 


Pr, Georges Co. Maryland 
25a, REC'D BY REGISTRAR | 25b. REGISTRAR'’S SIGNATURE 


om UN 3.0 1965_gO%orbay Juctgee 


24, FUNERAL DIRECTOR ADDRESS 
Robert A. Pumphrey Bethesda, Maryland 


SS 


— 


in by the funeral 


72 hours after deat! 


pletely filled 


fansit permit. Then please/remove nD 
, cremation, or removal, and |n anyévept, within 


ed by the attending physician 


Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the bur! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within § hours after death. 
should be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certificate has been si 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Pages 1 a 


07632 CERTIFICATE OF DEATH Liji4 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissjon) 
a. COUNTY Cc 11 a. STATE M a a b. COUNTY, 
arro MARYLAND aryian Balt. City 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate ilmits, write RURAL and give néarest town) 
He eee give cares town) 2 
Rural--sykesville 7 years,29a Baltimore 300r- ¥ 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS e. aoa 
/5| Springfield State Hospital 3751 Elm Avenue ves] no 
3. NAME OF First Middle Last 4, pore Month Day Year 
(Type or print) heona Agnes James DEATH June 19 19 65 
5. SEX 6. COLOR OR RACE | 7. MARRIED [X) NEVER MARRIED|—] | & DATE OF BIRTH 9. AGE (In years] IF UNDER 1 YEAR IF UNDER 24 HRS. 
f 1 whit ia} Jest birthday) Months | Days | Hours | Min. 
emale e wipoweD [] pivorceo(] | 9/25/06 5. ik 
10a, USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY OUNTRY? 
housewife Maryland 
13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
William Smith Doyle 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (if yes give war or dates of service) 


no 216-09-8188 Springfield Hospital records,Sykesville 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 4 Mig SO] 
PART I. DEATH WAS CAUSED BY: OG 2 A/C y @ 4 ve £ or 
2 44 COAT CAUSE (a). “ DAYS 


DUE TO ’ —_—_— oa 
Conditions, if any, which 0) : GAYS 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. () 


Fy PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a)  |19. WAS AUTOPSY 
= See 

é| Involutional psychotic reaction. yes[] NO 
& | 20a. ACCIDENT WAS UNDERLYING EA 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1) of Item 18.) 

& | OR CONTRIBUTING (] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF WU orte: farm, 20f. (Clty or town) (County) (State) 
3 Hour a.m. while Not While factory, street, office bidg., etc.) 

= p.m. at work at work 


to____6-19—_, 19 45,, that ® (we) last 


jatdeath occurred at3.:4OMegrom the causes and on the date stated above. 
] 22b. DATE SIGNED 


6. MIB" 5 Yvon HME tl June 19,1965 


22d, ADDRESS ; ; 5 
3 gi ie State _H tal 
, | Springfie ie TA ll 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


21. | certify that @ (this hospital) attended the deceased from. 


saw the deceased alive on 
22a. SIGNATURE 


PHYSICIAN'S 
NAME (Type) ]Ta: 


23a. BURIAL, CREMATION, 


23b. DATE THEREOF 
REMOVAL (Specify) 


24, FUNERAL DIRECTOR 


BEA fief! Go! dWN 22 16 


k: 
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retained by the hospital or attending physic 


TTENDING PHYSICIAN: 


CTOR: After this cer 
director, page 3 should be detached for use as the burial-transit 


A 
be 


5 


be filed with the State Dept. of Health prior to burial, cremat 


death, Page 


TO HOSPIT. 
TO FUNERAL 


VR AIS (4) 
15M 7/61 


Z 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


2 CERTIFICATE OF DEATH Liiv5 


1. PLACE OF DBF i, RESIDENCE (Where deceased lived, Hf Institution; Residence, before med 


\T! 
8. COUNTY 7 ve @. ST. b, COUNTY, or 
aah MARYLAND 


b, CITY OR T if outside corporate limits, ¢, LENGTH OF STAY IN tb e ‘OR IN (Jfoutside corporate fi RAL and give neerest town) 
wry6 RURAL gind give nearest town! 

ute? ga ‘ tA aaa 2 u oh SE ee = 

E OF HOSPITAL OR INSTITUTION (if not in hospital, give street egress) "STREET ADDRESS 15 RESIDENCE 

ye ON A FARM? 
GO ves ] No] 
Neer a 

—— 

9 6V 

: “TF UNDER 24 HRS, 


Months | Hours | 


st 
Sa mts 
[Give kind of work | 10b. KIND OF BUSINESS OR INDUS; ~ BIR S jan country) [126 N OF WHAT COUNTRY? 
if retired) 4 
a: = NA he. ea at aha = A “l <. 
ERS NAMI . Rie 


ECEASED EVER IN U.S, ARMED FORCES? ) 16, SOCIAL SECURITY NO.| 17. 
unkown) | {Ifyesgive werordotes ofservice) r 
Va 


ss. D 
(Yes, Wo, or 


oh SF EM, 


. 
INTERVAL BETWEEN 
ONSET AND DEATH 


PART I, DEATH WAS CAUSED BY: 
; IMMEDIATE CAUSE (2) 


Hoel DUE TO 


Conditions, if eny, which (b) 
gave rise to immediate cause ad 


(a), steting the underlying ( CUETO 
cause lest, te) “ 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e]) 19. WAS AUTOPSY — 
= ——__— PERFORMER? 
C1s ves [] NO 
& [20. ACCIDENT WAS UNDERLYING 4} | 2Db. DESCRIBE HOW INJURY OCCURED. [Enter nefure of injury in Port | or Part Il of fiom 18.) * 
& | OR CONTRIBUTING #-CAUSE OF DEATH as 
© | IF EITHER, NOTIFY MEDICAL EXAMINER) < 7 
% | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Heme, Sir Df. (Ci n) (County) (State) 
a Hour a.m, While __ Not While faclopymstreet, office bidg., ete.) | 
= pam.) _ fet work] ot wor (J 1 7 
21. I certify that (I) (this hagpital) attended the Berea frome V2ES Wig to, > wie 19.2% thal (1) (we) last 
saw |he/deyeased alive or i Gres: 19.4.3 ~, andAhal/death occured ancl. the causes and on the d. tated above, 
226. SIGNATURE LP F ~ 22b. DATE 
S | ATTENDIN MED, STAFF SIGNED. 
Pe ea mio. | Ps A 6-19-04 
) ANG S 22d. ADDRESS 
| NAMP (Typ) 
S24 d V2) etd VG fALY~ , 
= A IOS CA & PA ha By see Minter 4 A Le et LS LE 
'23a| BURIAL, CREMATION, [%3b. DATE THEREOF 234, LOCATION (City, town or county) {Stete) 


BPYOYAL (Specify) 


4 pA 


Ps bf22f6 = 
24 EUNERAL DJRECTOR'S SIGNATURE ed 
At Mba dt Quings balls, hol, 


23c. NAME OF CEMETERY OR CREMATORY 
AUL Sprints Cemetery Reisterstown 
258 


Fowe Wael 
mi Prac Wace 


< 
\ 


TO HOSPITAL OR ATTENOING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ie 4 6 


CERTIFICATE OF DEATH 


1. ai GF DELDEATE 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


- ‘CA RROKLL  CEUNT, MARYLAND ~ YA OY LAM 3 ne 272 Las 


DR TOWN (If outside cory pats limits, ¢, LENGTH OF STAY IN 1b CITY OR TOWN (If op Corporate limits, write RURAL and give nearest town) 
write RURAL and give neares' 


town) 


Y, THIMSTE. Re AS PEARS \JURSL BDL WE STANY STEER AD 
CAME OF HOSPITAL OR INSTITUTION (if ndt In hospital, give street address) - ‘STREET ADDRESS ao | 
X| LLZASANT VALLEY ROAD FL LASANT VALLEY MAD _| ws wld 
3. NAMES a First Middle Last 4. pare Month Day Year 
(Type or print) ALEWR. OSCAR SONNE S., ockate «SLE 16, 19 ES7 
5. SEX 6. GOLOR OR RACE )7, WARRIED"p<] NEVER MARRIED [_]| ®& DATE OF BIRTH 9. AGE ies FUNDER TYEAR iF UNDER 24S, 
wiooweo [J oworceo[]|CoZ 30 48 7 ¥ ae Peale len oe 
1Da. USUAL DCCUPATIDN (Glve kind of work done| 1Db. KIND DF. BUSINESS DR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTI CDYNTRY? 


RVEA 


: 2 


RAN S PORT CAKVERT- CouvnTY 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Ke BERIT JONES FLIZABLE TA! WVLKER SOW 
15. Wi 


DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFDRMANT Address 


“Le... 14-29 -2T9K WEE BONA ETON ES ROA WESTMINSTER Pb 


18. as OF OEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: x Q { ”Z Gee rd} Cliche Bier ue 
44) y IMMEDIATE CAUSE (a). 


ta” DUE TO 
Cenditions, If any, which (b). 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


mit. Then please remove 


(if yes give war or dates of service): 


1 or attending physician. 


TO FUNERAL OIRECTOR: After this certificate has been signed by the attending physician and comp 


Fd 
= 
5 
@ 
2 
iy & | PARTI. DTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART 1(@) [19. WAS AUTOPSY 
g = eer 
58 Ojs Mar ves] NodRy 
2 = 20a. ACCIDENT WAS UNDERLYING iat 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part UI of Item 18.) 
a & } OR CDNTRIBUTING (4 CAUSE OF DEATI 
go2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
£05 
2#8 | 2c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20% (City or town) County) Gate) 
STs Fay Hour a.m Wail factory, street, office bidg., etc.) 
a 8 mM. ey Not wntte 
ry = = p.m. 19 at work at work 
S252 21. 1 certify that () (this hospital) attended the deceased from 2-3 1% to ~“f@ 9 that (I) (we) last 
Bess of ra 
SEEe saw the deceased alive i aa and that death occurred at3/A_M, from the causes and on the date stated above. 
2S8nF 222. SIGNAT ol th eae jg 
2 ATTENDING, MED. STAFF 
ped 23 M.D. *T pirector [_] PHYS. til cf" 
eaar 22¢. PHYSICIAN - 5 ae ESS 
Feu * NAME 
=822 / || BB ULI VS adie 4g Wi GREEN ST > WESTHIN STIR 
gress 232, BURIAL , PRENATION, 2b. Uy ie SOT, Ze NAME OF CEMETERY OR oe 23d. LOCATION (City, town or county) Gtate) 
C4 REI pecify) a 
AL. EAST pers CEWETERK SKIER LUN AD 


UNERAL DIRECTOR ADDRESS 


va Ais 1 WEST YW STER, HID. 


25a. REC’D BY "a6 | 25b. REGISTRAR’S SIGNATURE 


odJN 18 1965 | £Sorbe 


\ 


The law requires that the death certificate be executed within : hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07635 CERTIFICATE OF DEATH Li1U¢ 


sNE_ 
SEs 1. pints 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissign¥ 
sos Carroll Fein: a STATE Maryland b.COUNTY Frederick 
I b. PuTveeR Oe gels er pats Heat ¢, LENGTH DF STAY IN 1b || ¢. CITY DR TOWN (if outside corporate iimlts, write RURAL and give nearest town) 
so rest town, 
ee urail=-sykesvilte 4y-lim-270 Frederick pe : 
3 oa @. NAME DF HDSPITAL DR INSTITUTIDN (if not In hospital, glve street address) | d. STREET ADDRESS 6. 1S RESIDENCE 
, 2 aa is 
at / pringfield State Hospital 632 Military Road ves] not 
ss 3. NAME DF First Middie Last 4, DATE Month Day —‘Year 
DECE) ; 

25 tgpercraptitt Bessie Virginia Kline aa une 1849 

5. SEX 6. COLOR OR RACE |7, MARRIED [~] NEVER MARRIED [] | & DATE DF BIRTH 9. AGE (in a IFUNDER 1 YEAR |IF UNDER 24 HRS, 

Months} Days | Hours | Min. 

female | white wioowe0 6} oivorcen]| 10/9/89 ete e 
4 10a, USUAL DCCUPATION (Give kind of workdone| 1Db. KIND DF BUSINESS DR Tl. BIRTHPLACE (County & State, or foreign country) [ 12. CITIZEN DF WHAT 
a during wos of working jife, even If retired) INDUSTRY TRY? 
3s ousewife Maryland 

13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 

George Beard Smith 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 


QGh ns or unkown) tae war or dates of service) 


unknown |Springfield Hospital records, Sykesville 


18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ET AND DEATH 
PART |. DEATH WAS CAUSED BY: ‘oe, t Soy Bh 
eervoomus mie, Cen enc ve (Bem e Tai uce| Poye 


id by the attending physi 


S 
© 
ef 
55 
35 
ge 
OS 
als 
eg 
2 
2s 
ee 
be 
B28 
2 Pas Faint] 
ass 7 é DUE TD > 
23 55 Conditions, If any, which by Ae S (a iZ by | ACE 
wae gave rise to Immediate Fie : 
| te ad cause (a), stating the 
i ane ~ underlying cause last. (c). 4 
Bess & | PARTI. OTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING [Q DEATH BUTNOT RELATED TD {HETERMINALDISEASECDNDITIDNGIYENINPART 1(a) |19. WAS AUTDPSY 
23s Ee @ironic brain syn rome with cerebrad arteriosclerosis with PERFORMED? 
Sse |: peychotic reaction ves Mn Ty 
Zs S25 5 ra FENN SDE eta Fs 2Db. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part 1! of Item 18.) 
sa wo 
ae S243 © | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
=e 228 = |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ]20e, PLACE DF INJURY Home, farm,| 2Df. (Clty or town) (County ‘Gtate) 
pk wee a Hour a.m. white Not While factory, street, office bidg., etc.) 
SezfLS = 19 at workL] at work { 
53 3e 2 21. | certify that 3 (this hosnital) ent the tory from. 19. 1h aaa Sa] that2Q) (we) last 
£ = 5 
@ Ses saw the deceased alive pi By 19. an ath pecurred at? 30(erom the causes and on the date stated abpve. 
poled to 22b. DATE SIGNED 
in = 22a, © | 
oe ATTENDING MED. STAFF 
ona gs pHs, {| _pirector C1] pays. &)| 619-65 
FS 7 
BEEZ 2 | 22d. ADDRESS Springfield State Hospital 
otis 
ol ZzeD nd —_______ 
Ze2Zo = parm 
EeEes 23a, BURIAL, CREMATIDN,| 230. DATE THEREDF 23c, NAME DF CEMETERY DR CREMATDRY 23d. LOCATIDN (City, town or county) (State) 
2e24 BREE rect) |) “6991965 Mt, Olivet Cemetery Frederick, Maryland 
DDRESS 25a, REC'D BY REGISTRAR | 25D. REGISTRAR'S SIGNATURE 
Vase) rederick, Mar lang Charlo 
fea atee , y ogtUN 22 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Cie . 
FOR ST. 07636 MEDICAL EXAMINER'S CERTIFICATE OF DEATH itjUs 
HEALTH DE! 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
8. COUNTY a, STATE b. COUNTY 
<S , Carroll MARYLANO Maryland Carroll 
BES $a b. CITY OR TOWN (If outside corporete limits, c, LENGTH OF STAY IN 1b |, c. CITY OR rca (if outside corporete limits, write RURAL end give nearest town) 
a5 = Es writs RURAL and give nearest town) 
eo as Sykesville Ss 
@: Be G. NAME OF HOSPITAL OR INSTITUTIDN (if not in hospital, give street eddress) || d. STREET ADDRESS 6 Be 
S 
ned ge x 18 Central Avenue ’ 18 Central Avenue ves] nok] 
Bz. 42 3. NAME OF First Middle Tast 4, DATE Month Day Yeer 
28a 2 DECEASED OF 
Buz =f (Type or print) WILLIAM PHILIP LEIGHT DEATH June i 19_ 65 
5 £s 5. SEX OLOR OR RACE 8. DATE OF BIRTH 9. AGE (In yeers | IF UNOER 1 YEAR IF UNDER 24HRS. 
=J¢ #2 6 R RACE | 7, MARRIEO [_] NEVER MARRIEO [5X] IS’ 9 , | Jegtbirthcey) (montis) Days | Hours | Min, 
Ea a Male White wiooweo [] bivorceD [] /-/7- yrs. 
2-5/2 106, Petar cere TON Vasari onorkdone 10b. ay OF BUSINESS OR 11.” BIRTHPLACE (Stete or foreign country) 12. cate OF WHAT 
Tot! & during-most of wg even if retired) OVSTRY eS 
soe Ge 
J 'S MAIOEN ro 
.: Ze THER? 
3 3 (Lee 
== Es 15. WAS DECEASED EVER INU.S, ARMEO FORCER? | 16. SOCIAL SECURITYNO. | 17. Zz AGL Lah 
Ne Hm (Yes, no, or unkown) | (Ifyes give war or dates of sexbice) 
ast de 2. el- F264 Wr Madkel Thutnte - 
5 5 Liner, 7 
oF os 18. CAUSE OF DEATH {Enter only one ceuse per line for (a), (b), end (c).] IN’ 
wee oF PART 1, DEATH WAS CAUSEO BY: 4 ONSET AND DEATH 
2-5 @5 ,o _, IMMEDIATE CAUSE (0) 
ees ws J Conditions, If eny, which b) 
S22 5 & geve rise to Immediate 
= 25 cause (a), stating the DUE TO 
- 
352 HA < underlying cause last, © = } 
oS i s & | PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONOITIONGIVEN INPART 1(2) | [19. WAS AUTOPSY 
2 3 CONTR 
838 3 a 2 a ves £] NO] 
Ewe op "| & | 20a, EXTERNAL CAUSE WAS 206. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of item 18.) 
S=eB se & | primar St CONTRIBUTING C -.. 
uEe BS. oh) ge Fell to floor striking head 
Ze = = | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED, | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) State) 
sis o8 2 Hour While -— Not waite S factory, street, office bidg., etc.) 
B3e e306 [2 work L] at work House Syk: Carroll, Md 
Etz. ee 21. | certify that | took charge of the remains — above, held an Autopsy [>, Inspection [_], Inquiry (J, — and in my opinion 
Pee ee death resui ‘ed from: Natural cause (Accident [x], Suicide , Homicide [-], Undetermined manner [_] 
Pos 535 La 4 CHIEF MEDICAL EXAMINER [_] 
PSB SrenATR Ge: fy —— Mo, ASSISTANT MEOICAL EXAMINER [53] 22, DATE SIGNED 
Fy .0. 
Escsos DEPUTY MEGICAL EXAMINER [_] 6-865 
= 
3 oss &= nt exanrneis John E. Adams, Address (Street, clty, town, or county) 
Ess p= 238. BURIAL CREMATION.) 235. yy sare 23. dame OF alan iat OR CREMAFORY JON (City, town or Py State) 
ease 33 OVAL (Spaclty IZ. ef & ie 
RECTO Mb 2a, WL 9 R GISTRAR’S SIENA 3 
VR AISME (5) A, fbb be, vd JUN 
5M OLS L¢ oni —— 


alk 


id 


arbon papers. Pages 1 an 
it, within 72 hours after 


Bupletely filled in by the funeral 


ty 


ician apd 


lease rd 


jh 
Then ar 


: The law requires that the death certificate be executed within hours after death. 


Page 4 may be retained by the hospital or attending physician. 
ificate has been signed by the attending p 


d for use as the burial-transit permit. 


& 


TO HOSPITAL OR ATTENDING PHYSICIAN 


Mad 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


TO FUNERAL DIRECTOR: After this cert! 
director, page 3 should be detache: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence f 


1. PLACE OF DEATH 


admission) 


a. COUNTY a, STATE b. COUNTY 
Carroll Apevie Maryland 
db. Bae) ae arate eclp pee limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Rura’ = SyKes ville 39y .5a8.10dys} Baltimore 2 poe 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8. ees 
Springfield State Hospital 1734 E, Oliver Street ves] no Pl 
3. NAME OF First Middle Last 4, DATE "e "8 Year 
DECEASED OF 
(Type or print) Sarah Ath Lofgren | DEATH 19 65 
5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED}] | & DATE OF BIRTH Ex Ps ‘ se a IF UNDER 24 HRS, 
8) | Mor ree | Days | Hours | Min. 
female white | wivowe[ oworcenf]| 2/5/76 eT etd 
10a, USUAL OCCUPATION favs kind of workdone| 10b, KIND OF BUSINESS OR IL, BIRTHPLACE (County & State, or ait se bel 12. GONE ee WHAT 
during most of working life, even If retlred) INDUSTRY 
Housework -- Maryland USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Peter G. Lofgren Edeline 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
no unknown pringfield Hospital records, Sykesville 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).. INTERVAL BETWEEN 
PART |, DEATH WAS anerer i . ee ONBET NOIRE TY 
IMMEDIATE CAUSE (a)_Llerminal pneumo: 


4 Pohl DUE TO 


Conditions, Hf any, which o)_Arteriosclerotic cardiovascular disease 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c). 


& | PART TI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a)  |19. WAS AUTOPSY 
= ea 
5 
$|Schizophrenic reaction, paranoid t ves x] No [] 
= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part } or Part Il of Item 18.) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a While Not Waile factory, street, office bidg., etc.) 
Fr 
= at work[_] at work 
21.1 7 > that % (this ana attended the deceased EES 1926, eee ale an 19.65, that Ot (we) last 
saw the deceased alive on 1965 _, and that death occurred at8: 30H fe causes and on the date stated above, 


22a. SIGNATU 220. DATE SIGNED 
= uo SIE" Mn OSM ge] 6/8/65 
Wie. FAYSICIAN'S Fdmeends Reeves, M.Do. irs apbress “Springfie tate Hospita 
238. BURIAL, CREMATION, re DATE THEREOF 256, NAME OF CEMETERY OR CREMATORY 234. LOCATION (Ct, town or county) (State) 
Burial /11/1965 Greenmount Cemetery Baltimore, Md, 


24, FUNERAL DIRECTOR DRESS 
A ea ee KT ee ded 
Wins Bs tebe arena © Lorne SP TE a. 


25a. REC'D BY REGISTRAR | 25b. be TSTRAR’S SIGNATURE 
smalUN 9 190 “> reas cage 


\ 


TO HOSPITAL OR ATTENOING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


ok 


or attending physician, 


s 
3 
= 
2 
@ 
= 
> 
a 
= 
z 
2 
= 
Q) 
2 
2 
= 
— 
S 
3 
2 
a 
= 
2 
2 
= 
a 
bo 
— 
Ss 
= 
2 
3 
2 
= 
> 
a 
=) 
Z 
rae 
B 
= 
2 
3 
a 
8 
cs 
2 
3 
s 
= 
es 
2 
gs 
eu 
ce 
25 
- 
> 
£2 
 2= 
Cos 
Sc 
so 
25 
“ig 
@ fe 
26 
en 
Fe 
ee 
Py 
om 
o 
Co) 
= 


VR AIS (4) 


20M 


transit permit. Then please remo} 
, cremation, or removal, and in any event, 


55 
Qa 
62 
e. 
75 
= 
or-% 
gs 
as 
Lo 
2= 
as 
us 
22 
Soo 
ge 
oO 
se 
os 
2 
sa 
32 
ihe 
os 
= 
uw 
Ss 
ss 
a= 
2 
ya 
Se 
s 
fe 
SF 


1/65 


MARYLAND STATE DEPARTMENT OF HEALTH E 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, sh 


07638 CERTIFICATE OF DEATH 


N 
Es 1. PLACE OF DEATH 2, USUAL RESIDENGE (Where deceased lived, If Institutions Residence Before admission) 
Se) a. COU 
Bie ‘ p a. STA d b. COUNTY, Vey be 
ae MARYLAND a Kola A a LK ° 
oo y ENGTH OF STAY IN 1b || c. ‘CITY Oo} Aa (futside corporate limits, write, RURAL and give nearest town) 
= Z Pal (4 Fe. 

2 “a - Lfanche sTere 
s a in hosplgal, give street address) "a. STREET ADDRESS @. IS RESIDENCE 
a 9, G ON A FARM? 
Be 70 2 Oph. e GLove vesL] nok] 
es. 
s "DECEASED Last, 4 DATE Year 

(Type or print) WZ aly 19 


5. SEX ae ears | iF UNDER I YEAR |IF UNDER 24 HRS. 


hie Months Days enn Ob | Hours Min. 


= BELLE: aera 
. MAR pYER MARRIED ["] | 8, DATE OF BIRTH als 
WIDOWED [] Divorced ["] ew = T7188 
1a; USUAL OCCUPATION Sivekind of work done) 10b. KIND OF BUSINESS OR TL. BIRT; mn County & Sa, o top com) 


during mo; orking life, even If retjred) LYL id 
2ne 14. MOTHER'S MAIDEN aa 
as (Za (kee 


Ca ded 
15, WAS DECEASED EVER INU.S. ARMEDFDRCES? | 16, SOCIAL SECURITY NO, | 17., INFORMANT Address 


F3¢-( 79 5- ca heste Stagfot pst inicrt Ml 


18. CAUSE OF DEATH [Enter only one cause per line for (a), i UNTER yh anda} 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


4a 

ff Xx DUE To 
Conditions, If any, which 0) 
gave rise to Immediate 


cause (a), stating the ( DUE TD 
underlying cause last. ©) 
PART IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T \TH BUT | 


12. ele OF WHAT 


“ASL, 


ES fA RELATED TO THE TERMINAL DISEASECONDITIONGIVEN IN PART l(a) | 19. hon SE eae 
re 

ois YES al no F] 
i= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part I! of Item 18.) 
| | DR CONTRIBUTING [7] CAUSE DF DEATI 
© | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
= p.m. at work at work 


21. | certlfy that (1) (this hgfpital) atte the decpased-fror 
saw the deceased alive on, i and that death occurred ai 


22a. SIGNRTPRE 
Wel M.D. 4 bimtctor C1 Pave, ol 
207 PH rae a7/ Mw | ier abe 
2a, suRiat pany" 23p. DATE THEREOF hy ae OF CEMETERY OR CREMATORY | 234, LOPATION (city, town or county tate) 
Bier? | 70-96 en foun Eehotp [Ye 


24. pie DIRECTOR L, ADDRESS 25a. REC'D BY REGISTRAR | 25b. GISTRAR’S SIG! 
. 


that (I) (we) last 


‘om the causes and pn the date stated above. 
. DATE SIGNED 


ATTENDING 
pays. J 


— 


e 


MARYLAND STATE DEPARTMENT OF HEALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 


CERTIFICATE OF DEATH 


301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1, PLACE OF DEATH 
a. COUNTY 


MARYLAND 


2, USUAL RESIDENCE (Whera deceased lived, If institution: Residence/ before edmission) 
ay STATE b, COUNTY 


Nanuland 


LLO 4 
b. CITY’OR TOWN {if oulside corporata limils, 
write RURAL and give neerest town} 


“Weatminiaten 


¢. LENGTH OF STAY IN Ib 


¢. CITYOR TOWN (If outside corporate limits, write RURAL end give neerest town} 


Baltimone 8 


jetely filled in by the funeral 
pers, Pages 1 and 2 sho) 


72 hours after death. 


4. NAME OF HOSPITAL OR INSTITUTION [if not in hoapitel, give sires! eddress) d. STREET ADDRESS #. 1S RESIDENCE 

, - : . ON A FARM? 
x Rite 2 fox iy | eae hid. | 674 N Milton Avenue ves [) No) 
x iat a Fist ~ Middla * Lest Fr Tag Month Dey Yeer 

(Type or print) NICHOLAS LAWKEN¢E peaTa UL W/E whS~ 


5. SEX 6. COLOR OR RACE 
M w 


7. MARRIED [5 NEVER MARRIED [“] 
widowed [] —_bivorceD [7] 


hy 


Nov. 


IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ve Deys | Hours | Min. 


MEYER 


DATE OF BIRT} % fear BRE: 
ist ley} 
74, 1886 \75 sm 


10a. USUAL OCCUPATION [Giva kind of work 
done, during, most of working life, evan if retired) 


10b, KIND OF BUSINESS OR INDUSTRY 


12, CITIZEN OF WHAT COUNTRY? 


USA 


n. iaeence (County & Stete, or foreign country) 


Ps reiay epee er eed. 


Ludwio tiewen 


baliimone, Manyland 


44. MOTHER’S MAIDEN NAME 


Lena Lothe 


Then please remove c 


IMMEDIATE CAUSE (a} 


bikers 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address lid 
(Yes, no, or unkown) | (Ifyssgivawerordatesofservica) a x ; 4 ery 
’ / Qe f j eS ok 
No 220 785 6990 Frances ii, Meyer Rie 2 Lox 164 Westminisk — 
“18. CAUSE OF DEATH [Enter only one ceuse per Jipe for (e}, (b), en: . - . = a INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY, ONSET AND Dt 


ae 


‘ate has been signed by the attending physician a 


DUE TO 

Genditions, if eny, which (b) g “ 4 

eve rise to immediate couse ee =< 3 x3 

(a), steting tha underlying Z cade 3 

cin ik. | See di Lk AOA [ote 5 Saws 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART rd es AuTorsy 
= 
$ | us (cs so 
= ae One| Sie ote 20b. DESCRIBE HOW INJURY OCCURRED. {Enter neture of injury in Part | or Pert Il of item 1B.) 
& lor 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
% |2oc. TIME OF INJURY Month, Day, Veer | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm,’ 201. (City or town} (County) (Stete) 
a Hour a.m, While __ Not While foctory, street, office bidg., etc.} | 
= 19 ‘at work [] et work [_] 


— 


MOD. 


22b. DATE 


6-7 -§ 


MED. STAFF 


ATTENDING, a 
PHYS, DIRECTOR Oo PHYS, 


ii ADDRESS 


23c. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


TO FUNERAL DIRECTOR: After this certi 


YR AIS (4) 
20M 5-63 


NAME OF CEMETERY OR CREMATORY 


250. REC'D BY REGISTRAR 


oN 9 ee 


ma 
SoS 
aa 


This certificate should be executed wi 


TO DEPUTY Doves 


24 hours after death. If any ” 
. funeral 


and 3 t 


Item 18. Give Pages 1, 2, 


may be 


fice along with form PM3. Page 


oy 
= 
E 
I 
a 
® 
a 
2 
2 
s 
a 
@ 


2 hours after death. 


ion, or removal, and in any event 


2 
= 
5 
a 
3 
So 
o 
& 
2 
o & 
— = 
2s E 
sf 3s 
ag a 
cS 
:o 3 
ee 
age 
si 28 
a} 
ema Ce 
SS 58s 
matet ates, 
PB °L 
= oS 
85 = 
5 
2 
22 of 
£5 fe 
noe rex 
2 a 
2 25 
7 = 
oo +s > 
=e Sa 
s= 2S 
3 
ek ma 
8 
Sa 
a os 
$e ag 
S34 2h 
228% 
25583 
Sf. 5s 
52. 
sees 
Ses 
5 hss 
ar. en 
eos 15 
et Sa 
Sos 
Sous 
S2E2z8 
33's >= 
see 
225 5 
ase os 
= 
VR A1SME 
3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07640 MEDICAL EXAMINER’S CERTIFICATE OF DEATH | 


~ PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a, COUNTY 
a, STATE b. COUNTY 
. Carroll MARYLAND 
. CITY OR TOWN (if outsid ate limits, 3 i 
UT ea uit ee jeusa Ba imits, i eee a See 7b || c. CITY DR TOWN (if outsida corporate limits, write RURAL and give nearest town) 
Sykesville 36 yrs./3 mos aie Ye 
‘d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e a ga 
Springfield State Hospital unknown ves) nol] 
3. ae Erst Middle Last 4. pee ii ea Day Year 
(Typa or print) OO Ie Wa VER, SE, RENO Lh o, JE, DEATH ONE 4f 9G 
5. SEX 6. COLOR OR RACE | 7, MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR IF UNDER 24 HRS. 
2 | 4] last birthday) [Months | Days | Hours | Min. 
male white wiboweD ["] DivorceD ["] 6-26~-190' yrs. 
1Da. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR li. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
during most of working lifa, even If retired) INDUSTRY COUNTRY? 
Laborer Washington, D.C. U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
leonidas Miller Nellie McGregor 
15. WAS DECEASEDEVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, na, or unkown) | (If yes give war or dates of service) 
no Springfield State Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY; - re 
o% IMMEDIATE CAUSE (a) Asphyxia mt 
Y aX DUE TO 
Conditions, if any, which () Aspirated Vomitus 
gave rise to Immediate DUE To 
cause (a), stating the . 
underlying cause last, ©) Perforated Aneurysm Of The Mesenteric Artery Hrs o-Days 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TOTHE TERMINAL DISEASE CONDITIDNGIVENIN PART 1(a)  {19. PPR RanT 
E = 
3|_ Schizophrenic reaction, hebephrenic type. YES no [7] 
= 2Da. EXTERNAL CAUSE WAS 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
& | PRIMARY [) or CONTRIBUTING [} 
i | CAUSE OF DEATH. 
= [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm, 20f. (City or town) (County) (Stata) 
2 Hour Whit factory, street, office bid ) 
3 je Not While 
= p.m. 19 at work at work 0 


21. | certify that | took charge pf the remains described above, held an Autopsy [_], Inspection Bc], inquiry [_], _and In my opinion 
death resulted from: Natural causes [3], Accident [-], Sviclge [_], Homtcide [_], Undetermined manner [_] 


: CHIEF MEDICAL EXAMINER [_] 
en A autre C 
SIGNATUR : 


_p, ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGNED 
DEPUTY MEDICAL EXAMINER [5] C v/f é a 
EXAMINER'S x a ‘ a J 
NAME (Type) Maurice C. Porterf /- 


Address (Street, city, town, or county) 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 
une 14,65 


; Greenmount Baltimore, Maryland 
aa PRER O ADDRESS 25a, REC'D BY REGISTRAR r oly age 
a 


Wm Cook-Brooks, Inc. 1217 St. Paul Street|,JUN 15 1965 


1 


\ 
HEALTH 
a P 
ess 6 
GS2n> ES 
Z58 £5 
Se 85 
so se 
ae 2 
Pa 85 
Sz, 22 
=>°2 2a 
sco = 
a = 
so 
a3 
£2 
Bs 
aes 
a) = 
SS 
s= o 
=o vo > 
ose gs 
gas © 
2&8 z 
zs =f S 
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ae 
ce 
Bs) 
bo 


TO DEPUTY . This certificate should be executed w' 


in 


4 should be forwarded te the Chief Medica’ 


lease execute the certificate, writing the word “pendi 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 


of Health or its designated agent, prior to burial, cremation, or remova 


p 
director. Page 


: 
‘ 


a. MARYLAND STATE DEPARTMENT OF HEALTH 
076 Wigion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


factory, street, office bidg., et 


Hour a 


While Not Whil 


a MEDICAL EXAMINER’S CERTIFICATE OF DEATH J 2494 
1, ap ah DEATH . 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence admission) 
a. COUNTY a. STATE. b. COUNTY va 
Carroll MARYLAND New York 
b. CITY OR TOWN (if outside porperetn limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) * 
Sykesville St. Alban OFX 3 
d. RAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8. i RESIDENCE 
Sawmill in Sykesville 194-35 115 Drive ves() nol] 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
ype or print) Ruby c. Morris DEATH 6 18 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [>q NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR |IF UNDER 24 HRS. 
Gi O er binay) Months] Days | Hours | Min. 
female | colored WIDOWED [-] pivorceD [-] 3 yrs 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) i yes ylve war or dates of service) 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 7 
5 == IMMEDIATE CAUSE (0) Practically skeletonized body-no determinable _ 
é r 
4 Roomy: DUE To cause of death. 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the ( OVE TO 
underlying cause last. (c). 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVENIN PART l(a) 19. Sevouecn 
5 YES no [J 
= 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part IV of Item 18.) 
§ PRIMARY [} or CONTRIBUTING (} 
$2 | CAUSE OF DEATH. 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
8 
= 


Luk 19 at work at work 


21. | certify that | took charge of the remains described above, held an Autopsy (xl. Inspection [ ], Inquiry {_], and In my opinion 
death resulted from: Natural causes [_], ident [J Suicide |], Homicide [_], Undetermined manner [sq 
a CHIEF MEDICAL EXAMINER [J 
STN ATURE. Yh» Lae “___w.p, ASSISTANT MEDICAL EXAMINER 5] 22, DATE SIGNED 
aaa DEPUTY MEDICAL EXAMINER [_] 8/6/65 


NAME (Type) Werner U. 5 Address (Street, clty, town, or county) 


23a. 


24. 


= 
BURIAL, CREMATION,| 23b. DATE THEREOF ic. NAME OF CEMBTERY OR CRENATORY id. LOCATION (Cjfy, town or county; (State) 
REMOVAL (Specify) oe 
7-21-£5 1b. ; i 
FUNERAL DIRECTOR ADPRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
y 
— onAUG 9 Corbi 


Replaces death cert. for Unknown Female filed July 23, 1965 -- 
Dr. Spitz 8-9-65 ams 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE ers 
i € 


CERTIFICATE OF DEATH 


2Da. ACCIDENT WAS UNDERLYING jal 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 


(IF EITHER, NOTI JEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 


2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, 


2Df. {City or town) (County) (State) 
factory, street, office bldg., etc.) 


Hour a.m. 


while Not While 


4 
s pected 1. caer OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon? Residence before admission) 
eee olen’ a, STATE b. COUNTY 
& 232 CARROLL MARYLAND MARYLAND ALLEGANY 
3s TEs b. CITY OR TOWN (If outside corprrate limits, ¢. LENGTH OF STAY IN 1b || c. CIty OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
eS ae! = zg write RURAL and give nearest town) . : 
SRE 5 Byrse lmolda FLINST ONE OLX - aL 
eo: 3 on d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |] d. STREET ADDRESS & pa ae 
=a” a 
pe bale f: ‘4 SPRINGFIELD STATE HOSPITAL SERESVIGEES ARF EAD yes] no) 
= sc = 
3. NAME DF f Y 
= rede DECEASED First ae Last 4. pie Month Day ear 
~~ £88 Se eel ala! ALPHA ELIZABETH MOUNTAIN emt June 19_1 
S Sar 5. SEX 6. COLOR OR RACE | 7, 14 8, DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR |IFUNDER 24HRS. 
2 ze . MARRIED [] NEVER MARRIED [_] fast birthday) Rape pe eae eee 
1s a! Urs in, 
8 a FEMALE WHITE wiDoweD fy] pivorceo{]| 6-22-1888 77 yrs. se 
5 “te 10a. USUAL OCCUPATION (Glve kind of work done| 1Db. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 3 a2. during most of working life, even If retired) INDUSTRY COUNTRY? 
2 es* HOUSEWIFE WEST VIRGINIA 
g 2 oe 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= ws 
ere GEORGE RAINES MARY JORDAN 
=o: 5 Ke ? . SOCIAL SECURITY NO. | 17. INFORMANT dress 
8 2S 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. A 
= aa ONO. or unkown) a war at NONE HOSPITAL REC S 
3s ORD 
3 3 
Be 2 oF 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
mae PART I. DEATH WAS CAUSED BY: Briongh eenia ones 
eaus 7, ., IMMEDIATE CAUSE (2)__“rOnchopneumons 
2 
=o 6 4 491 -X DUE TO 
gaa Conditions, If any, which w__Pressure Areas weeks 
3S = gave rise to Immediate i _ -_. a nn A a a 
se3 cause (a), stating the ( DUE TO 
hg underlying cause last, {c). 
BEE PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART l(a) |19. Was AUTOPSY 
he r EUS a ae it 
= 3 ) Generalized Arteriosclerosis CHF ves[] oly 
ba 
3 
s 
2 
= 
a 
2 
<= 


Page 4 may be retained by the hospital or attending physiclan. 


TO FUNERAL DIRECTOR: 
director, page 3 should be detached for use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


¥ 


MEDICAL CERTIFICATION 


mM. 19 at work[_] at work (] 
21, I certify that (1) (this hospital) attended the deceased from_May 2], _, 19. tp_sbme 19, , 1965_, that (I) (we) last 
saw the deceased alive 1965__, and that death occurred atL 1: 101, Padithe causes and on the date stated abpve. 


22a, SIGNATURE 
6 ) _» ATTENDING MED. STAFF 
& mp. PHYS. (] _birector {_] Phys. 
2c. PHYSICIAN'S e ADDRESS 


me Cy) a, Blanco Losada, M.D. Sykesville, Md. 


258. BURIAL, CREMATION] 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
cl 
i | JUNE 22,1965| GLENDALE CEMETERY ERMEKREANH FLINTSTONE, MD. 


24, FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. Einleg \eed4) 
BYRON KIGHT CUMBERLAND, MD. nrdUN 24 1969 Vad 


TTENDING PHYSICIAN 


TO HOSPITAL OR A 


VR A15 (4) 
15M 4-64 


The law requires that the death certificate be executed within ¢ hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


LS MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, THT 
i 


ny 
=n 07643 CERTIFICATE OF DEATH i 
€ oy 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admisslon) 
2to a, COUNTY a. STATE Vig B.GOUNTY Howard / 
os Carroll MARYLAND * 
cn) oo b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BEL write RURAL and give nearest town) * pan 
2°38 Westminster li week Rural Woodbine /2 4.4 
zy gn d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET AOORESS a Hea oi 
Zen ,. 5 
@se6%| Carroll County Gen. Hospital Daisy Road ves (el noe 
Sse 3. pee acab First Middie Last 4. pare Month Day Year 
2S 
ese (Type or print) Edward W. Myers | peatH = June 25 1965 
5. SEX 6. GOLOR OR RACE |7, MARRIED [~] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24HRS. 
Jast birthday) [yionths | Days | Hours | Min. 
Col. WIDOWED oivorced | 5-18-1892 73 yrs. | 
= T0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND DF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
Bu during most of working life, even If retired) Bets INT RY? 
3S Farmer Retired Farm Maryland 
as 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
oso 
=e Dorsey Myers Rachel Stanton 
any 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYND. | 17. INFDRMANT Address 
26 (Yes, no, or unkown) | (Ifyesglve war or dates of service) . a 
be ----- 212-32-2509 Mr. Roger Myers Woodbine, Md. 
we 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 Es INTERVAL BETWEEN 
25 PART I. DEATH WAS CAUSED BY: > , I flr A- Drea Ss 
5 PART | DEATIMEDIATE CAUSE @)__ Cha Cb terac Line Oe a 
tI OC OUE TO : 
Conditions, If any, which ) 


gave rise to Immediate 


underlying cause last, 


{c). 


of Health prior to burial 


& | PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED 10 THE TERMINAL DISEASE CONDITION GIVEN INPART 1(@) 19. Was AUTOPSY 
4 i: . 2 A 
3 : Crt Lonacber fg ery yes] No [=~ 
E | 20a. AOCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
3 © | (IF EITHER, NDTI EDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) ‘Gtate) 
a Hour a.m, factory, street, office bldg., etc.) 
s E While Not While 
= p.m. 19 at work at work 
EY 


21. | certify that (1) (this hospital) attended the deceased from. ii j to. , 19.G7, that (I) (we) fast 


192, 
saw the deceased alive mnpoart 2S 19.69 and that death occurred at/¢-2.M, from the causes and on the date stated above. 
Za. SIGNATUR' 22b, DATE SIGNED 


led with the State Dept. 


director, page 3 should be detached for use as the bur 


ATTENDING ED. STAFF 

Hs te S- wo, PHYS. S° [-“Clneoror C1 PHYS. ol 6/25f%o- 
a 22c. PHYSICIAI 221 ADDRESS ie 

2 / NAME (Type) sou Ss. HARS HE Ao Canelin bt MW acAicinate, Mee « 

3 2c. NAME OF CE are CREMATORY 23d. LOCATION (city, town or county) fet 
ra REMOVAL (Specify) id. 


23a. RMON ect | 23b. OATE THEREOF 


6-29-65 


Howard CO- 


25b. hors, diidge. 


uf 


24. FUNERAL DIRECT! 25a. REC'D BY REGISTRAR 


UL 1 1965 


OR ATTENDING PHYSICIAN 


TO HOSPITAL 


VR AIS (4) \ 
15M 4-64 


The law requires that the death certificate be executed within ¢ hours after death. \ 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then plea 


—"* 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


0764h° CERTIFICATE OF DEATH V1415 
iz oS i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssjon) 
Se a. CDUNTY a, STATE b. runt a 
Zs Carroll MARYLAND Maryland ontgomery 
aa b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN ib ||c. CITY OR TOWN (If outslde corporate limits, write RURAL and give nearest town) 
oe write RURAL and give nearest town) g! 
3 esville Se1Onos. lhdys. Silver Spring Me 
gn d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS | @. Is RES! DENCE 
a 
as Springfield State Hospital 8111 Carroll Lane yes(]_ no 
ae 3. NAME OF First Middle 3 Last 4, DATE Month Day ‘Year 
ore DECEASED ae 
Sz (type or print) GRACE BAVENEA 7%?°4nor rs Dead JUNE 9 1365 
of 5, SEX 5. COLOR OR RACE | 7, MARRIED] NEVER MARRTED[]| ® DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR|IF UNDER 24 HRS. 
ae. last birthday) [Months] Days | Hours | Min. 
Fenale White wiDoweD [7] pivorceo(]| 8.9.02 62 yrs. 
} 102. USUAL OCCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
. during most of working life, even If retired) INDUSTRY COUNTRY? 
Housewife f - Maryland 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Charles Schriver anghrides. Mary Hutchinson Hutchison 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, ot unkown) | (Ifyes give war or dates of service) 
_No - 218-2))-2805 Records, Springfield State 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Te ena 
PART |. DEATH WAS CAUSED BY: a 
Mes causeo ey. Bilateral bronchopneumonia days 
dL buETO Infected decubitus ulcers th 
Conditions, If any, which (0) i! cer. months 


gave risé to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTDPSY 
PERFORMED? 


no [] 


YY 


injury 


B sycho 
20a, ACCIDENT WA‘ (Enter nature of It 
OR CONTRIBUTING [ CAUSE OF D 


TH 
(IF EITHER, NOTI JEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 


spe ed 2 6 Witn on 5 neimer s 
Ob. *DESCRIBE HOW INJURY OCCURRI In Part U or Part II of Item 18.) 


20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home,farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not White factory, street, office bidg., etc.) 
at work 


p.m. at work 
19 60, to June 9 19 


19 
21. | certify that 4){this em attended the deceased from. 


MEDICAL CERTIFICATION 


that (4 {we) last 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an' 


saw the deceased alive on, #une 19 and that death occurred at 8: OOM éMfm the causes and on the date stated above. 
228. SIGNATURI es 226. DATE SIGNED 
ATTENDING MED. STAFF 
MMA mo, pays. {1 pirector C} pHys. (KI! June 10, 1965 
22c. he A 22d. ADDRESS 
| Etre) Tise Kamm, M.D. Sykesville, Maryland 
Za, BURIAL, CREMATION, 23b. DATE THEREDF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) | : 


25a. REC'D BY REGISTRAR |” 2! 


etek cron Duane. 12, _L96§ i 
je oN 14 1965 


Boe a = AY 
Wa & Pumphrey, Inc. , Sidver Spring, Md. 


* 


TO HOSPITAL GR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Tite 


07645 CERTIFICATE OF DEATH Ii 


2) 


Ss 

223 Tae DEATH 2. USUAL RESIDENCE (Where geceased lived, If institution: Residence before admission) 

ae a. COUN ‘ ie a. STATE > b. COUNTY ?, 

22 VET MARYLAND / 2 

eg a Db. CITY DR TOWN (If outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RUI and give nearest town) 

Bee 7 write RURAL and give nearest town) J fb 4 v7 

s2 |\Leal. waiwerade, | Ae Gotel Braet te 

ven d. NAME DF HOSPITAL OR INSTITUTIDN (if not in hospital, giv@ street address) || d. STREET AODRESS @. IS RESIDENCE 

2SR ON A FARM? 

=s 

SSs — [ ves L]_no'pd 
3. NAME OF First Middle Last 4. DATE Month Oay Year 


irom (Dpeles W. Ourslee | tim June 5 196 


SORSEY aoc 6. COLOR, DR RACE | 7. ee NEVER MARRIEO [-] | DATE OF BIRTH 9. AGE (in years |TFUNDER 1 YEAR IF UNOER 24 HRS, 


ea Jast birthday) Months | Oays | Hours | Min, 
Zgli GALL wiboweD pivorcen [-] G, 7 Ve = | 
Oa USUAL OCCUPATIDN (Give kind of work done| 0b. KINO OF BUSINESS DR 
durijty most. Vif INDYSTRY, 
7 2. Lb, 


yrs. 
11, BIRTHPLACE inty & Sta Te cot 12. CITIZEN DF WHAT 
even If retired) rE ede Bene IUNTRY?. 7 


‘ . . 


14, MQFHER'S MAIOEN NAME i 
etal) Bred. &. Ticehevt glaen) 


Then please remove 


= 15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16, SOCIALSECURITYND. | 17. INFORMANT Address 
s (Yes, no, or unkewn) | (If yes give war or dates of service) 2 7s é 4 “7 
€ 13. 05: 060k Bye é whi __ Libby 
oe, 18. CAUSE OF DEATH [Enter only one cause per flne for (a), (b), and (c).} INTERVAL BETWEEN 
2 PART |. DEATH WAS CAUSED BY: ‘ . Li dagiea TUES 
s IMMEDIATE CAUSE (a). BF s 
a ay 
“iol DUE TO 
Conditions, if any, which (b). Arteriosclerotic heart diseas i Fre Ae 


gave rise to Immediate 
cause (a), stating the OUE TO 


underlying cause fast. (©) hypertension, hepatic enlargment June S905. 
19. WAS AUTOPSY 
PER 2 


| or attending physician, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and cq 


20c. TIME DF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED /20e. PLACE DF INJURY (Home, farm, 
Hour a.m. While Not While factory, street, office bldg., etc.) 
at work at work [_] 


21. | certify that (I) (this hospital) attended the deceased from___1962  _, 19__, to_Jun&__5,_, 1965, that (I) (we) fast 


S PART Il. DTHER SIGNIFICANT CONOITIDNS CONTRIBUTING TD DEATH BUT NDT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1{a) FDRMEO 
= eee 
OV ves—] NDT] 
= 
i | 20a, ACCIOENT WAS UNOERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE DF OEATH 
& | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
g 20f. (City or town) (County) (State) 
8 
= 


saw the deceased alive on_June 5, __19_65., and that death occurred at____M, from the causes and on the date stated above. 
22a. SIGNATURE, re 2b. OATE SIGNEO 
D. 
/ mo. SHV NS Ge] Ginecror CJ pave. CO] June 7, 1965 
220. PH 22d. AOORESS 


pera 
| re) Howard E, Hall, M. D. i 
2ab. OATE THEREDF v 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial. 


Page 4 may be retained by the hosp 


23a. BURIAL, CREMATION, 
VAL (Spagltyy 


"D BY R rf 5 @ 
Bes Voleertlt, Griff ef | was 10 1965] fenrb cg 


bon papers. Pages 1 ani 
vent, within 72 hours after deafh. 


«J 
a=] 
2 
=e 
= 

2S 


iting 


should be filed with the State Dept. of Health prior to burlal, cremation, or removal, and In an 


rtificate has been 


After this ce: 
director, page 3 should be detached for use as the b 


TO HOSPITAL t ATTENDING PHYSICIAN: The law requires that the death certificate be executed withi é hours after death: 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 


VR ALS (4) © 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07646 CERTIFICATE OF DEATH Tidl@ 
1. pr ase SU 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admisslo 
x » STATE b, COUNTY 
Carro1l Raaeant: a STATE Maryland 
b. CITY OR TOWN (if outside cory AG limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write mney oe ree town) - 
3 mo, 6 days Baltimore 207s 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8 Oe 
Springfield State Hospital 1323 Weldon Avenue rage una 
3. Ta First Middle Last 4. Gig Month Day Year 
(Type or print) MADELINE LEORA HAMMOND PALMISANO DEATH June 22, 1965 
5. SEX 8. COLOR OR RACE | 7, MaRRIED [] NEVER MARRIED[_] | & DATE OF BIRTH 9. AGE In me TF UNDER 1 YEAR|IF UNDER 24 HRS. 
ez fay) ) Months ] Da: Hours | Min. 
Female White pena" oivorceo{-] | 12-10-1898 66° a y | 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF pues OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY CDUNTRY 
housewife UeSehe edehe 
13. FATHER'S NAME 14. MOTHERS MAIDEN NAME 
Clinton E. Hammond ida Tyrrell 
aaaee DECEASED Ban Hisar FORCES? , 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
q ive war or dates of service} 7 a4 
no — ma Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] yuna s OER 


PART §. DEATH WAS CAUSED BY: i a1 4 
PESTMMEDIATE CAUSE (2) Bronchopneumonia with abcess formation 


33} xX DUE TO 


Conditions, If any, which @)__infected decubitus ulcers weeks 
gave rise to Immediate rach 
cause (a), stating the es ss . 
underlying cause last, (o__Multiple extensive organized subdural hematomas 

19, Pardnmeo? 


PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) MED? 
Chronic brain syndrome associated with cerebra. Losc. is w/ ves no} 

20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natute df Injury In Part 1 or Part {1 of Item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTH |EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour am. 
Mm. 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bldg., etc.) 
While Not While 
at workL_]_at work _L] 


MEDICAL CERTIFICATION 


19 


21. I certify that (1) (this hospifal 1) attended the deceased from. ~ LOm , to. —_, 19___, that (I) (we) last 
saw the deceased alive Bn ees i )___., and that death occurred gory, from the causes ew on the date stated above. 
22a. SIGNATURE rv ry 226. DATE SIGNED 
ifthe mo, SA" x] Bieron CHE (| June 23, 1965 


22c. PHYSICIAN'S Be ADDRESS 


NAME (Type) Rita Glahn Sykesville, Marylan 
1 Pee 


23a, BURIAL, Lee | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or ie (State) 


Lt 
REMOvi.Spast™) | /98 /65 Balto National Frederick Rd 


24. pu DIR! 28 EGISTRAR’: Madge MG aE 


oN 25 1965 


S. 25a, REC'D mos REGISTRAR 


The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Pash = a 


* $7647 i . CE RT TIFICA 3 EATH ti 


P| catty that (1) (this oa ipa ny attended the eae from__9=30={ _, 194._, , 165, that (1) (we) last 


saw the deceased alive on__O=19— seo thy death occurred “tL 1 Stanton the causes and on the date stated above. 
228, SIGNATURE 


22c. 


| sé Sykesville, Har 


23a, BURIAL, CREMATION, | ibe 3b. DATE THEREOF yy NAME OF CEMETERY i CREMATORY | 23d. LOCATION (City, town or a (State) 


REMOVAL (Specify) 
CJ 
R's eM 


Z 22b. DATE SIGNED 
\Aa yp J Od hur vos Meo. PAYS SS) Binteéctor (Pav. 6-20-65 
PIYSICIAN'S des m eae uD. iy ADDRESS Springfield State pepe! 


a 
= = ee a Ege UI RESIDENCE (Wee deceased lived, If Institutlon: Residence before a. 
See @ 2. STATE b. COUNTY 
273 arroll MARYLAND Maryland Allegany Co. 
pee) o b. CITY OR TOWN (if outside co porate limits, ¢, LENGTH OF STAY IN 1b |] c. CITY OR TOWN Tif outside corporete limits, Ree RURAL end tate nearest town) 
Bee write RURAL and give nearest town) “J 
£8 Sykesville 8months,20d Lonaconing, OS a) 
oN cd. NAME OF HOSPITAL OR INSTITUTION Gf not in hospital, give street address) || d. STREET ADDRESS @. 1§ RESIDENCE 
Bae ON A FARM? 
®8s/4|_ Springfield state Hospital None ves xl _noC] 
Sse 3. NAME OF First Middle Last ie DATE Month Day ‘Year 
ra 
ese (Type or print) Mary Charlotte Parks DEATH 20 1965 
See 5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [] | ® DATE OF BIRTH A 3. AGE gen at [IFUNDER 1 YEARIF UNDER 24HRS, 
ve F 1 W 92 7 birthday) (Months | Days | Hours | Min. 
d sf onale hite wipoweo [fF —_ivorceD[-} | 3-4 — ep yrs. | | 
ed 10a, USUAL OCCUPATION (Give kind of work d ¥ H T 
3 = during most of working ae if niall 10 INDUSTRY NESS Bs | oy ania aa nae : fh a ase — of ii 
28s |Textile Weaver Unknown Mar. id 
e°3 13, FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
53 ; 
2=e James Bluebaugh Thrasher 
B58 15. WAS DEGEASED EVER INU,S. ARMED FORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 7 
SEs (Yes, no, or unkown) | (If yes give war or dates of service) Syke sville Md. 
2 53 No 214-07-6714 _|Records S 
5.8 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), end (c).] Fecal 
:Be PART |. DEATH WAS CAUSED BY: 
& Shs es j MMEDUATE CAUSE Cardine fai lure etion 
2 S8 DUE TO ‘ 
2255 sae i pede «_Hypostatic pneunonia days— 
ma Sao 7 
= 327 cause (a), stating the ¢ DUE TO 
4 % ee underlying cause last. © 
geo 5 Parti. a ee ee ee BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART (a) |19. WAS AUTOPSY 
2 e258 oe] B 1 PERFORMED? 
5 £83 O18 ate i Brain S, Pt me associated with cerebral arteriosclerosis ves[] No 
ee] Esper = 2a, ACCIDENT VRS UNDERLYING [ fon. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Pert | or Part 11 of item 18.) 
a 
8825 | (IF EITHER, NOTIFY MEDIGAL EXAMINER) 
2288 3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f, (City or town) (Countyy (State) 
STse 5 Hour am. Menai Ntani factory, street, office bidg., etc.) 
BS2s = 19 at work] at work 
Bes? 
®o ,2a 
fe35 
sof 
eh 
= 
S255 
Pa) 5o@ 
su S= 
= @ 
eos 
S22z 
sires 
a. 2 Sh 


Fr 


25a. er BY RI Veo éo 


DATE 


uf 
wae chnEcTOR 6/22/1965) Memorial Park 
PENNS GEORGE EICHHORN LONACONING, MD. 


15M 4-64 


Page 4 may be retained by the hospitat or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within a hours after death. 


15M 


ss 


MARYLAND STATE DEPARTMENT OF HEALTH 
} DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


as 07648 CERTIFICATE OF DEATH TL119 
Es 1. PLACE OF 5 
So 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admtssion) 
fities a. COUNTY a. STATE b. COUNTY es 
pe Carroll MARYLAND Maryland altimore 
gs b. CITY OR TOWN (If outside corporat limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
22 write RURAL and give nearest town) ¥ ee “ 
3 Westminster 5 days Owings Mills OSX 
Ea d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give streat address) || d. STREET ADDRESS y Cha Re 
& 
seb 5 Carroll County Generel Hosp. 5 Montgomery Road veo no Dal 
55 3. WANE OF First Middle Last a BATE Month oF Year 
5 (Type or print) Charles Albert Pearl DEATH June 22, 19 65 
4 5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [] | ® DATE OF BIRTH 9. AGE (in, oars (ried ENS is 24 Ts 
: onths iS jours: In. 
ES Male White | wiooweo[% — oworceo-]| Jon.12,1885 sii $e. Nowe | 
cs {0s USUAL OCCUPATION felve Kind ot workdone| 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
gu during most of working life, even If retired) d COUNTRY? 
35 Painter & Tinner Builder Frederick Co., Md. U.S.A, 
ee 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ee William T. Pearl Sarah Ida Grushon 
. 15. WAS DECEASED EVER INU.S. ARMED FOI 
25 Gp, WAS DECEASED EVER INS: ARMED FORCES? 16. SOCIAL SECURITY NO. | 17.” THFORMART MAKES ont eom ery Rd. 
Ee No 212-1h-7161Mrs Alberta C. Lark insOwings Mills,Md. 
28 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c),] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: he 
= 5 IMMEDIATE CAUSE (2), Cardia Aire 


Yo DUE TO 
Conditions, If any, which ©) 
gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last. (c) a “7 paaat 


PART II. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} Pret iL AUTOPSY 


ERFORMED? 


yes [7] No Fy~ 


o 


MEDICAL CERTIFICATION 


20a. ACCIDENT WAS UNDERLYING 

OR CONTRIBUTING [-) CAUSE OF DEATH 

(IF EITHER, NOTH IEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 
Hour a.m, While — Not Walle factory, street, office bldg., etc.) 
p.m. 19 at work L_] at_work oO 


21. | certify that (I) (this hospital) attended the deceased fro 1963", to 2%, 19697, that (I) (we) last 
saw the deceased alive o 22; 19 G3", and that death occurred al , from the causes and on the date stated above. 


22a. SIGNAT 22d. DATE SIGNED 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


d for use as the burial 


20f. (City or town) (County) (State) 


POS. wo, Ba “S C_Batoror C1 BRS. gol é/ 6/2 || C/2 Js - 
Zac. PHYSICTAN'S 22d. ee 
| NAME (TYP) = No fas SS, HarsKe |" ae ap West, pale, 


should be filed with the State Dept. of Health prior to burial 


director, page 3 should be detache 


Za. Rauoae eae” Zab. DATE THEREOF | 2c. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (city, town or = 
| 6/25/65 Rest Haven Cemetery Hagerstown, Maryland 


Buria 
24. FUIWWERAL goat TA ADDRESS 25a. REC'D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 
VR A15 (4) * fl Ad 
15.) ~ WY cbbh echt Owings Mills, Mbome JUN 24 "965 [Ohecrbig Yardy 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, ool gels 1, MARYLAND 


1, 07643 SERY EC 


The law requires that the death certificate be executed within é hours after death. 


= 
ape / R ESIDENCE ( feceased lived, If institution: Residence bei 
eos S COUNTY G APROLL a. STA b. COUNTY _ , 
202 MARYLAND “ARs an 
batt Bad 'b. CITY OR TOWN (If outside cor) porate, IImits, ©. LENGTH OF STAY IN 1b || c. ClTY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
2g 2 write RURAL and give nearest town) 1 & ays 
£8 SYKESVILLE 7= MOSs Baltimore Peale 2 
oon @. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET ADDRESS Penthurst @. IS RESIDENCE 
22~ , keith ON A FARM? 
&8e/5| SPRINGFIELD STATE HOSPITAL L218 Perhatst Ave. 15 ves(] noi] 
S85 5. NAME OF First Middle Last 4. oe yg Day ‘Year 
28 (Type or print) ALICE ELIZABETH PFEFFER DEA 13 1965 
5 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 3 AGE (In, years | FUNDER 1 YEAR|IF UNDER 24 HRS, 
88 7. MARRIED [] NEVER MARRIED [2] tsb day) | Months | Days | Hours | Min, 
Bes FEMALE WHITE wipoweo [] _ivorceo[-]} 6/8/88 ate es Des 
cs 10a, USUAL OCCUPATION (Give kindof work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Bs orking life, even If retire: 
o Fa 2 during "Housewife If retired) INDUSTRY MARY. 1D Cc NTT 
ecg 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ee AUGUST PFEFFER CHRISTINE ERMOLD 
ERE 
2° 15. WAS DECEASEDEVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
ee 
BE Ss wo or unkown) iT hdd NONE HOSPITAL RECORD 
oO = = 
B23 18. CAUSE OF DEATH LEnter only one cause per line for (2), (b), and (c).1 INTERVAL BETWEEN 
e288 Pat DEAT VEE _ SUPT ICENTE s 
Soo 
2 27 he i 
epee a F, As ann YET INFECTION OF DECUBITUS ULCER, RIGHT BUTTOCK WEEKS 
=, = gave rise to Immediate ©), 
= s2c cause (a), stating the DUE TO 
nae underlying cause last. (©) 
oho & & | PART Il. OTHER SIGNIFICANT CONDITIONS GDNTRIBUTING TD DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) |19. WAS AUTDPSY 
S238 ia PERFORMED? 
5223 5 =| Chronic brain syndrome associated with cerebral arteriosclerosis with | |, Cy No 
SER a - 
z res) = |*20e ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of item 18.) 
Z SBS |B) OF ermves, Novy MEDICAL EXAMINER) 
238 d 
2 288 % | 20c. TIME OF INJURY Month, Day, Year | 2Dd, INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) County) Gtate) 
= Lee a Hour a.m. whtle, Not While factory, street, office bldg,, etc.) 
BS2E g p.m. 19 at workL_] at work [1] 
Blz2 21. | certify that 0) (this hospita aligned the deceased from___10=29— , 19 4): to_G=13— __, 19.65,, that (I) (we) last 
s eee saw the deceased alive on. i9__5and that death occurred a@2/A5AM, from the causes and on the date stated above. 
[on = 22a. SIGNATURE 22b. DATE SIGNED 
Lie = 
se ATTENDING MED. ie 
258 : Wretheure wo. PSN’ Binecror CD) pays, Ml 19 6S 
= z aS 220. PHYSICIAN'S 22d. ADDRESS ‘ é 
~HSs | (re) Edward J. Mathews, M.D. Springfield State Hospital, Sykesvil 
eos 
seeo 23a. BURIAL, CREMATION,| 23. DATE THEREOF 23c. NAME DF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
oo) REMOVAL (Specify) C 1 tim Ma, 
eme tery Ba Ore » 
24. E abniyle AS A1965 7 Te ne > 2a 7 | 25a "REC'D BY REGISTRAR | 250. REGISTRAR'S SIGNATURE 
VR A15 (4) oD ~ EN pats os UN 15 196: Corrlg ereg ee 
15M 4-64 Sena Viet 3 


Vad 


MARYLAND STATE DEPARTMENT OF HEALTH 


. 


(M) 07650 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

= CERTIFICATE OF DEATH 1} 

2 3 

o 2 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
Ret SECOUNT oil: a, STATE b. COUNTY j 

5 2Js MARYLAND Marland Baltimore City v 

3 i) S b. CITY OR TOWN (If outside cor, Tay limits, c. LENGTH OF STAY IN 1b || ¢. CITY Ol ‘outside corporate limits, write RURAL mi give nearest town) 
eg BS 2 write ies “ Tie neare: 2 4 Balti 3 } 

3 £.8 apes. mos., 5 dys more oG/-* 

2 3 gn d. NAME OF osvili ae INSTITUTION (If not In hospital, give Steet address) || d. STREET ADDRESS a Ee 
A =a! ad 

S BegH Springfield State Hospital 2801 Raynor Ave. ves(_]_ nob 
s 3s 3. eS First Middle Last 4, a3 Month Day Year 

i a (ype or print) CHARLIE CHARLES PHILMORE DEATH JUNE 21 19 65 

2 soe 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED[_]| & DATE OF BIRTH 9. AGE {in years [IFUNDER 1 YEAR| TFUNDER 1 YEAR|IF UNDER 24 HRS. 
a last birthday) saa Nagel Days | Hours | Min. 
¢ §55 Male Negro WIDOWED Divorced {"]| 9-23-1880 8h yrs. 

Pt saa, 5, 108. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
£2 23° furing most of working life, even If retired) INDUSTRY COUNTRY? 

elie. ...3 South Carolina Lt) ——— 
‘Re bine Try : 14, MOTHER’S MAIDEN NAME 

2 oss EN ES ead aE 

can “Dick Phiimore . adalat at i 

° 8 oral 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. (NFORMANT - Address 

= fe s (Yes, no, or unkown) | (If yes give war or dates of service) 

& Sse No 215-10-2971 | Records, Springfield State Hospital 

Ses, 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
52 Bbes PART |. DEATH WAS CAUSED BY: a 
ZS 085 IMMEDIATE GAUSE (a). hopneumonia, bilateral 

SZees _ WTLA DUE TO 

seo5s Conditions, If any, which (0) 

et. gave rise to Immediate 

Ss o2+ cause {a), stating the DUE TO 

Score ba 

= Sege re underlying cause last. (©) 

Se=2,2 ole vg OT Bull ‘ANT CONDITIONS CONTRIBUTING TO DEATH PUNO} paren E TERMINA}. DISEASE CONDITION GIVENINPART1{a) 19. WAS AUTOPSY 
288 Als n : romé associated w mile brain disease 5 ves) MOE] 
Fes cs -|8|psyeho S rane on 

2 = seals = See RS oe cee) Fre 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of item 18.) 

23 S22 a (IF EITHER, NDTIFY MEDICAL EXAMINER) 

“” 

a) 228 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,) 20f. (City or town) (County) (State) 
as oe a Hour a.m. While Not While factory, street, office bidg., etc.) 

sz £23 = p.m. 19 at work at work 

S322 21. | certify that () {this hospital) attended the deceased from__=16-65 _ ye 21-65, , that (I) (we) last 
ES Ses saw the deceased alive pn_O-21=6' 19___, and that death occurred at SL, the causes he bn the date stated abpve. 
beled CoS 22a. SIGNA) 22b. DATE SIGNED 

ese pS Se ATTENDING MED. STAFF ? 

oe $3 Dx. teed vs. Cd nee C1 Pays. re 6-21-65 

= Sac 22c. PHYSICIAN'S 22d. ADDRESS ingfiel H tal 
Este ringfield State Hop i 
5<as | MANE) Antonius Glah y-W, D. | bie. i 

SxZzsee 

=Eemes 23a. BURIAL, CREMATION, 

ec es a FAL (Specify) 


aa a OF CEMETERY OR ace | 234, CeO Sy or county) 


23d, ae Ww, 
ae 25a. REC'D ae REGISJRAR | 250. REGISTRAR’S SIGNATURE 


Q AO. 
TN Willa BLM Crm AGH | ome JUN 281 jcLcrlas dyes — 


% 


ompletely filled in by the funeral 


remove\carbon papers. Pages 1 an 


leasg 


f Health prior to burial, cremation, or removal, and{in aaytevent, within 72 hours after deft! 


director, page 3 should be detached for use as the burial-transit permit. Then 


Page 4 may be retained by the hospital or attending physician. 
should be filed with the State Dept. o 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician,a 
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By 
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- 
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VR AI5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Q765i CERTIFICATE OF DEATH % 
1 PLAGE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If et oes hefore admission) 
. a. STATE b. COUNTY 
Carroll MARYLAND Maryland Baltimo: 
b, CITY OR TOWN (If outside EOrnpeata limits, c. LENGTH DF STAY IN 1b || c. CITY DR TDWN (If outside corporate limits, write RURAL and give néarest town) 
write RURAL and give nearest town) s « ) 
Sykesville 8 «mos el.dy . Baltimore a/-¥ 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS 8. i Rear 
Springfield State Hospital ll N. Schroeder St. ves{_]_noge] 
3. a ee First Middle Last 4 eee Mon th Day Year 
(Type or print) ALICE VIRGINIA PORTER’ DEATH JUNE 21 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [X] | 8» DATE OF BIRTH 9. AGE (in years | FUNDER YEAR FUNDER 24 ARS, 
last birthday) | Months | Days | Hours | Min. 
Female | White WIDOWED [~]__ivorced[-] | 101-1887 TT _ ys. 
10a. USUAL OCCUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR TL, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
an most of working life, even If retired) INDUSTRY COUNTRY? 
jurse Maryland U.S.A. 
13. FATHER’S NAME 14. MDTHER'S MAIDEN NAME 
Joseph Porter b ennie Burns 


15. WAS DECEASED EVER IN U.S. ARMED FDRCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) 


No 248=07-5138 | Records, Springfield State H 


l 17. INFORMANT Address 
(Ifyes pive war or dates of service) 


18. CAUSE DF DEATH {Enter only one cause per line for (a), (b), and (c).] ae BETWEEN 


INSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE Cause (e)_ Heart failure 


4 DUE TO 
Conditions, If any, which o)_Arterlosclerotic heart disease _—______—__| Yeara=—__. 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {c) 


5 Heke a Sa CONDITIONS CONTRIBUTING TO DEATH fied: abe TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  |19. ie I abit 
epressive rea e) 

3 tion, “depressed type ves Bk) No [] 
= 

= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of item 18.) 

& | OR CDNTRIBUTING [7] CAUSE OF DI 

@ | (IF EITHER, NOTI [EDICAL EXAMINER) 

z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 208. (Clty or town) (County) (State) 
a Hour a.m, While Not While factory, street, office bidg., etc.) 

& 

= p.m. 19 at work{] at work [1] 


21. | certify that (I) (this hospital) attended the deceased from. Brrqp'9pf=22=05— 19___, that (I) (we) last 

saw the deceased alive p 19____, and that death occurred a *~M, ffom the causes and on the date stated above. 

a. SIGIPYRURE 7 ; 22, DATE SIGNED 

os . Fes co. Pave SC) Binecror C) prs. Bat 6~22~65 
PHYSICIAN'S | 22d, ADDRESS Springfield State Hospital 


NAM 4 
<Or Antonius Gléhy, M.D. Sykesville, Marylan 
2a. BURIAL, CREMATION] 29b. DATE THEREOF | 23. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) tate) 
specify) . 
Burial June 25,65 Loudon Park Cemetery Baltimore, Maryland 
24, FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25)... BEGISTRAR’S SIGNATURE 
Wm.Cook-Brooks,Inc. 1217 St. Paul street, UN 23 1965 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within . hours after death. 
i 


Page 4 may be retained by the hospital or attending physician. 


p lease remove 
, cremation, or removal, and in any e' 


d by the attending physician and coi 
it. Then 


-transit permit. 


ignes 


certificate has been si 


After this 


should be filed with the State Dept. of Health prior to bur’ 


director, page 3 should be detached for use as the bi 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
O7b5s ob STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH $1123 


1 rarntirieh DEATH q 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before admission) 
MARYLAND 


a, STATE b. COUNTY 
b. CITY DR TOWN (if outside co xporate limits, ¢, LENGTH OF STAY IN 1b 
@. IS RESIDENCE 
ON A FARM? 


-. GITY DRTOWN tah side corporate limits, write RURAL ad give nearest town) 
write BS and give nearest town vA 
d, NAME O1 PIT INSTITUTIDN (If not In hospital, give street address) z 
| ves []_ np fed 


a. aes ADDRESS 
3. NAME OF First Middle Last 4. DATE Month Day Year 


tween § SILLLA Louise RAatric | tum Jane 23  w6sr- 


SEX 6. GOLOR OR RACE) 7, MARRIED [} NEVER MARRIED [,>}} ® DATE OF BIRTH 9. AGE (in years [IFUNDER1 YEARIFUNDER 24 HRS, 
é. Ww foot: 2 “ip fo last birthday) /Months| Days | Hours | Min, 
tonghe_ wippweo[-} _ivorceD 7] ZG EE vis. 
10b. KIND DF BUSINESS DR 11, BIRTHPLACE «County & an or forelgn country) | 12. SOUNTRYE BF WHAT 
during most of working life, even If retired) INDUSTRY 
ses MM 


Paces aD HST 
el neer 
13, FATHER'S NAME rZ, . 14. MOTHER'S MAIDEN —— 
2 tl fee Sat Seevelnef 


a WAS pECEASED, rvER IN UES. BRMED, FORCES ) 16. SOCIALSECURITYND. | 17. INFDRMANT Address 
‘eS, no, or unkown, ‘yes give war or {es of service, 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


[eg = AND DEATH 
PART |. DEATH WAS CAUSED BY: deenf tees, 
’ IMMEDIATE CAUSE o Antinveets bore Onis boaabe 2 
4 i DUE TD 


Conditions, If any, which EO es PARE 2 Loe 
gave rise to Immediate 

cause (a), stating the ey 

underlying cause last. 


Fe PART II. DIMERS TENTFIGANT CONDITIONS CONTR EUTNTO DEAT CONTRIBUTING TD DEATH BUT NDTRELATED TD THE TERMINAL DISEASE CDNDITIDN GIVEN INPART 1(a) |19. "TIS. HAS AUTOPSY 
= 

<= 

E ves] Nb ob 
i= | 20a, ACCIDENT WAS UNDERLYING 20b. CRIBE HOW INJURY DCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 

& |] DR CONTRIBUTING [7 CAUSE DF D 

© | (IF EITHER, NDTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
rat Hour a.m. white Not While factory, street, office bidg., etc.) 

a 

= p.m. 19 at work at work fal 


21. | certify that (I) (this hospital) attended the deceased from 1962, pe cearesge 1945—, that fy7Awe) last 
saw the deceased alive pn Vine 23 1942)", and that death pccurred at 4/42 M, frog the causes and pn the date stated above, 
Za. ee 22b. DATE SIGNE] 
He fa ote mp. PRS Ne Bitctor C1 pve CO) 6/23 
Ze, PHYSICIAN'S 22d. ADDRESS 
NAME CType) YAP It Fo 4 / QO) NAA eve es fem fs “Soe 

2a. BURIAL as Zab, DATE THEREDF 2ac, NAME DF CEMETERY OR GREMATORY | Zad. LOCATION (City, town or coun pice 

sas ete yak Glock lack. Potts pects 


th die cd ADDRESS 2a, REC'D BY REGISTRAR] 25b.  REGISTRAR’S SIGNATURE 
Le fld W lome- Cpl Coc 73 \ oe JUN 28 1965 WE oe 


2) 


that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


res. 
TO FUNERAL DIRECTOR: After this certificate has been si; 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AI5 (4) 
15M 4-64 


The law requ 


bon papers. Pages 1 and 
nt, within 72 hours after deaj 


ompletely filled in by the funeral 
carl 


G 
femo 
POA CVE 


Then please” 
filed with the State Dept. of Health prior to burial, cremation, or removal, and In. 


ed by the attending physician 
transit permit. 


en 


director, page 3 should be detached for use as the burial 


should be 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07605 CERTIFICATE OF DEATH 14424 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Resid sag 
a. COUNTY a. STATE b. COUNTY 
Carroll _ MARYLANO Maryland ena at arnene edt coma 
b. CITY OR TOWN (If outside cor; pasate, limits, c, LENGTH OF STAY IN 2b || c. CITY OR TI (If outside corporate limits, write RURAL and give nearest town, 
write RURAL and glve nearest town! 


Sykesville 9 yoars Baltimore Zap) 


4 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS e. iS Resence 


MEDICAL CERTIFICATION 


Springfield State Hospital 3716 Delverne Road ves] no fd 
5. WAME OF First Middle Last 4 DATE Month Day ‘Year 
ype oF print MARY ALBERTA RAY DEATH 6 6 1965 
5. SEX 6. COLOR OR RAGE | 7, MARRIED [-] NEVER MARRIED {~] | & DATE OF BIRTH 9. AGE (in years] IFUNDER 1 YEAR IF UNDER 24FRS. 
. last birthday) | Months Days } Hours “Min. 
Female White WIDOWED [x] Divorced[]| 2-22-02 “a 
10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR Zi. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ife, even If retired) INDUSTRY COUNTRY? 
Housewife Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Albert Woollen Ida Harve 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | i7. INFORMANT ‘Address 
(Yes, ne, of unkown) | (If yes give war or dates of service) s 
_No Unke Springfield State Hospital _.__ 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 pea a 
PART |. EAT MEDIATE cause v@)__Cerebral Arteriosclerosis : tears 
+X eto Generalized Arteriosclerosis and Diabetes Years 
Conditions, tf any, which () 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(@) [19. WAS AUTOPSY 
ahd brain Abd ome associated with cerebral arteriosclerosis, with yi pie est 
Oa, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 48.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(If EITHER, NOTIEY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) Gtate) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work O 
21. | certify that (I) (this hospital) attended the deceased from_O=7=-29 _, to_vuneo _ 19) __ that (1) (we) last 
saw. the deceased alive on___6-6-65 __ig_, and that death occurred PEEL from the causes and on the date stated above. 
5 22). DATE SIGNED 
ATTENDING MED. STAFF 
e M.O. (1_birector £1 Pris. 6-6-65 


Ampo, MeDe ia Geis tapas a Hospital 


ee 


State) 


Se boty ee, a 


25a./ REG lA REGISTRAR 
Bi 1965 


om 


in by the funeral 
ers. Pages 1 and 2 


lete 


lease remove ca 


@ physician and comp! 


in, 
Then 


permit. 
, cremation, or removal 


ed by the attend 
Transit 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within hours after death. 
TO FUNERAL DIRECTOR: After this certificate has been si 


director, page 3 should be detached for use as the bur 


VR A15 (4) 
15M 4-64 


and in any even! 


should be filed with the State Dept. of Health prior to burial 


f 


9 


~ 


ie 


MARYLAND STATE DEPARTMENT OF HEALTH 
SyEeeee STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Lide5 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 

a. COUNTY sta a. STATE b, COUNTY 

Carro, MARYLAND Maryland Carroll 
b. CITY OR TOWN (If outside perce limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) x, 
Westminster 5 weeks Westminster RD #2 

a. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) |//d. STREET ADDRESS e. Beane 
Carroll County General Hospital Meadow Branch Road ves] no] 
3. fone, First Middle Last 4. a Month Day Year 

(Type or print) MARGARET FULLER REESE DEATH June 2 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED {{] | & DATE OF BIRTH SAGE (Th, years [TFUNDER I YEAR TF UNDER 2471S 

‘ st 
female white wivoweo [] pivorceof}| Oct. 25, 1880 8f - gue: puers | Hourey ih 
10a. USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
arm wor. Carroll Co., Maryland U.5.A, 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
David Reese Sarah Burns 

15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 

tee ~< ~~ Mrs. H. Paul Morelock same 

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J e INTERVAL BETWEEN 


PA | OOS IRE y___ MerLaate Me heen Pa 
E 
- 
fe 7X DUE TO 


Conditions, If any, which (b). 


gave rise to Immediate 


cause (a), stating the ( DUE TO 
underlying cause last, (c) Caren ff ttt 


factory, street, office bldg., etc.) 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT HOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART (a) 119. WAS AUTOPSY 
2 

& ves[] Not] 
ei 

= | 20a, ACCIDENT WAS UNDERLYING 20, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part It of tem 18) 

& | OR CONTRIBUTING [) CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 | Zoe. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ] 208, PLACE OF INJURY (Home, farm,| 20%. (Clty or town) County) (State 
8 

= 


Hour a.m. While -— Not While 
p.m. 19 at work [| at work oO 


21. | certify that (I) (this hospital) attended the deceased from__@#r4. = - 1902 Bat , 19&-S that (I) (we) last 
saw the deceased alive o1 19.4 s—, and that death occurred at/-72-M, from the causes and on the date stated above. 
22a. SIGNATU 


[Z DATE SIGNED 
ATTENDING -— _ MED. STAFF 

pri 1S) ft mp. Pays. {}—pirector CL] puys. C) C/ L/ 65> 
22c, PHYSICKAN’S 


WWE) JOH S. Hans HE fe Oe 


23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL ASP | Cy 76 
Url 14/65 Krider's Cemeter j 


24. FUNERAL DIRECTOR ADDRESS ™ 
prea le a) 


‘ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


write RURAL and give nearest town) 


4 ‘ 
07655 CERTIFICATE OF DEATH 11126 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a. COUNTY a. STATE b. COUNTY / 
MARYLAND Maryland Baltimore __v| 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


papers. Pages 1 and 


— 
in 72 hours after deat! < \ 
a 


mpletely filled in by the funeral 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No 


16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
None Records, Springfield State Hospital 


Sykesville Oyrs .5mose« . Rural - Rosedale a Ye 
® d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 0. TS RESIDENCE 
Springfield State Hospital ecco ves] no EX) 
3. NAME OF a 
BEGEACLh First Middle Last 4. Boe Month Day Year 
BS SPs CrEMAL) MATTHEW (NMN) SCHUCHECK DEATH JUNE 23 19 65 
8e8 5. SEX 6. COLOR OR RACE |7. MARRIED [~] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (in, Years | FUNDER 1 YEAR]IF UNDER 24 HRS. 
ag Mal Whit Finis last birthday) Seal Days | Hours Min. 
BES e e WIDOWED piorceo[ || 2-2-1895 7O? yrs, 
e of 10a. USUAL OCCUPATION (Glve Kind of workdone| 10b. KIND OF BUSINESS OR Il. BIRTHPLACE (County & State, or forelen country) | 12. CITIZEN OF WHAT 
3 bebe during most of working life, even If retired) INDUSTRY COUNTRY? af 
ges Laborer Russia Alien 
= oe 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ws 
SF Unk. Unk. 
= 
3s 
2 
= 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 
PART I. DEATH MESISTE Huey (a AYteriosclerotic heart disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 
Spee Ze DUE To 
Conditions, If eny, which aa 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. c} 


The law requires that the death certificate be executed within 24 hours after death. 


certificate has been signed by 


QS ee EE EE eee 
5 PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATHBUTNOT RELATED [0 THETERMINAL DISEASE CONDITION GIVEN INP/®T 1(a) |19. WAS AUTOPSY 
5 onic brain syndrom ° convulsive disorder, with psychotic vest] 80 fel 
= rea D Malm D e to extensive bowe) resection ! “i 
= = 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
§ ] OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
2 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
oe rt Hour a.m, factory, street, office bidg., etc.) 
s 8 . white Not white 
£ = p.m. 19 at work at work 
<= 


saw the 


19___, that (I) (we) last 


itom the causes and on the date stated above. 


ased alive p 
22a. SIGNA 


De i | ae 


ATTENDING — MED. STAFF 
ppys. L]_pirecror[) pays. De 


22b. DATE SIGNED 


6-23-65 


22c. eet a tas 
FP) antonius Glahn, 


; ADDRESS Springfield State Hospital 
. | Sykesville, Maryland 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 
4 


Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit 


TO FUNERAL DIRECTOR: 


23a. BURIAL, CREMATION, 
ZL REMOVAL (Specify) 
VE, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


24. INERAL DIRECTOR ADDRES: 


25a, REC’ 


VR A15 (4) 
15M 4-64 < 


23b. DATE THEREOF | by, pan OF GEMETERY OR CREMATORY 23d. Li! 
6° 24-65 2) Ah (eel 


ATION (City, town or county) ~~ (Sjate) 
Al} mek. wt 


REGISTRAR | 25b. REGISTRAR’S SIGNATUR' 


MINER: This certificate should be executed wi 


TO DEPUTY MEDICS 


in Item 18. Give Pages 1, 2, and 3 to the funeral 


in 24 hours after death. If any ~_ 


Office along with form PM3. Page 5 may be 


‘ing the word “pending” in pe 


should be forwarded to the Chief Medical Examiner's 


retained for your files. 


please execute the certificate, 
TO FUNERAL DIRECTOR: 


director. Page 4 


he State Department 
2 hours after death. 


-transit permit. File pages 1 and 2 with tl 


Page 3 should be used as a burial. 


cremation, or removal, and in any event witl 


of Health or its designated agent, prior to burial, 


Si 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 303 W. PRESTON STREET, BALTIMORE 1, ARYLAND 


Q7656 MEDICAL EXAMINER’S CERTIFICATE OF DEATH T1124 


CE wee 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


oLLk MARYLAND RYLAND * COUN CROLL 


a 
b. CITY OR TOWN ((f outsida cor rata Timits, my es ¢, LENGTH OF STAY IN 1b y t. GH YOR TOWN $if outside corporata limits, write RURAL and glva nearest town) 


rite RURAL end give neerest: iw 
fukal West Mi Laas 3 iu Ral - 2JeStiinsTe 
. NAME OF HOSPITAL OR INSTITUTION we a In hospital, give street address) icy STREET ADDRESS a. IS RESIDENCE 


ON A FARM? 
ves nol] 
3. peau First Middle E/ OP ie pare Month Day Year 
(Type or print) D ANI EL LE Keo DEATH 19 Gf 
5. SEX 6. COLOR OR RACE 


7. MARRIED [SC] NEVER MapRiEO I] | & sy Lal I" ears | IF UNDER 1 YEAR FUNG, 
X Y sre Le jast sie irthday) Months | Deys | Hours | Min. 
wiowed [] _ivorcep oe e228 


10a. USUAL OCCUPATION ive ee 10b, KiNO OF BUSINESS OR ll. sete TL. or ber country) 12, Gates WHAT 


lig 270) Paes Ifa, aA died IND} 


13. Lae A is oe | f é6L 


14. MOTHER'S gy Lah 


15. Ly LL EVER INU.S.ARMED FORCES? f 16. SOCIAL SECURITY NO. WMYe: MANT 


18. CAUSE OF DEATH [Enter only ona causa for mee (b), end (c). YY 


PART |. DEATH WAS CAUSED BY: 
ie IMMEDIATE CAUSE (8) "ieee, A van 
YAof DUE TO 
Conditions, If any, which tb). 


gava risa to Immadiata 

causa (a), stating the ( DUE TO 
undarlying causa last. (c). 
PART IJ, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(@) 


Address & yA) ra 
(Yes, no, or unkown) | (If yes give war or dates of service) 4 ‘ : 
Sto” | tk &. : Sipe Mestmpusper 
(a 


19. WAS AUTOPSY 
PE a 


ves [] No 56) 
208, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part J or Pert IT of tam 18.) 
PRIMARY. or CONTRIBUTING C) 


20¢, TIME OF INJURY Month, Day, Yaar 


20d. INJURY OCCURRED [20a. PLACE OF INJURY (Homa,farm,| 20f. (Clty or town) (County) (State) 


MEDICAL CERTIFICATION 


Hour a.m. while Not Whila factory, street, offica bldg., etc.) 
19 at work {_] at work 
21.1 certify ‘that 1 took charge of the remains fieselibed above, held an Autopsy [ ], Inspection PX}, Inquiry [|], and in my opinion 


death resulted from; , ‘Suicide [], Homicide [], Undetermined manner [_ |] 
. CHIEF MEDICAL EXAMINER [_] 
M.p, ASSISTANT MEDICAL EXAMINER [—] 
DEPUTY MEDICAL EXANINER 
Le 


ACTUAL 
SIGNATUR' 


a a 


EXAMINER'S 
NAME (Type) 


23a, Soman 23b. OATE THEREOF! ~ es NAME OF CEMETERY OR CREMATORY i LOCATION SIC town count: Mol ( 
pecify) 
Ba. feu 6 ~2S96 5 ey weer 
oN ey DIRECTOR AODRESS 25: di | R 106 


4 1965 


ie Bites Ss ig bcge 


Tipo Ellas 


\S 


24 hours after 
by the funeral 


sat 
3 
° 
= 
ro 
ines 
U5 
co 
oU 
£58 
aeons 
Re 
7 2: 
a) 
B sks 
5 Saf 
in 
a ag 
8 Foc 
° 
© uo 
2 
£ 2 
ae 
9 sf> 
2 gee 
= ¢ 
5 Sse 
seat tad 
= a3 
§ £27 
2 BOR 
e £5 = 
£ 325 
= 38 
OE ee 
= -£6 
4.5 > ES 
o 285 
Sey ae 
cs 
Sa52e 
secre 
= tS 
© by 
Food > 
eS 
a 
2 
9 


ical 


After this certifi 


director, page 3 should be detached for use as the burial-tra 


be filed with the State Dept. of Health prior to burial, 


ATTENDING PHYSICIAN: 
be retained by the hospital or attending physician. 


IRECTOR; 


bd 


TO FUNERAL 


TO HOSPITA! 
death. Page 


VR AIS (4) 
15M 7/61 


lo) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07657 CERTIFICATE OF DEATH 11128 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deccesed lived, If Institution: Residence before edmission) 
Gasset! b. COUNTY ¢> 


a, STATE 
. MARYLAND LA 
b. puts; powN Ur outside Dales limits, © ene STAY IN Ib c. CIFY OR TOWN (Hf 
wri end give Le tow 

ALAN Chi stem XMAnv 

d. NAME OF Hi a aS “a Mee {if net in hegpitai,,.gi res) — aT ‘d. STREET ADDRESS 
U ler uw se Rees inl 

'3. NAME OF y esr s+ 
DECEASED x Se (Mates) 
morn RAueRa Kathakhive Don Wy Cr~ 


‘side 5 limits, write “ad. give neorest town) 


ker. 


@, IS RESIDENCE 
ON A FARM? 


4. DRTE Month Dey Year 


me cere | 7 aie 


. 6. COLOR oi RACE 8. ae (OF BIRTH 9. AGE {in years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
7. PARRIED [_] NEVER MARRIED [ pias Ok | fh OR 
(e me ee. Months] Deys | Hours | Min, 
en W wipoweD [Eg vivorceD [J yn, 


MAY 24 ie 


10b. KIND OF BUSINESS OR INDUSTRY | 1). CE (County & Stete, or fofeign om 12. CITIZEN OF WHAT COUNTRY? 


[CarrcilCo MUM USA 


14, MOTHER'S MAIBEN NAME f fin te. 
ZL 
el hal, Cd le het hs 


Te. USUAL OCCUPATION (Give kind of work 
done during most of =e even if retired) 


Howse wi 
13, ad S NAME 


VYelsow WaARKRche,m 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown} | (Hfyesgivewarordetesofservice) ie 4 } y) 
Qy7- d-y0051 Ca celya Showen, ww awchertee MM 
| 18. CAUSE OF DEATH [Enter only one cause per line for te) (b), and (c).] INTERVAL dE TweEN 
ONSET AND DEATH 
PART i, DEATH WAS CAUSED BY: o 
IMMEDIATE CAUSE (e) a ie LS Mt 
4 
Y wot DUE TO = 
Conditions, if eny, which (b) 5 


geve rise to immediete cause 


(e), stating the underlying ( DUETO Ss 

“cause last. (c} <a 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile) 19. WA AUTOPSY 

——rvmv_': ERFO) 

= 
oa % [a i re a YES Ono 
= |20e. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neiure of injury in Pert I or Port il of item 1B.) 
| O2 CONTRIBUTING [] CAUSE OF DEATH 
UG JAF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | Boe. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED ) 20s, PLACE OF INJURY (Home, form, ' 20f. (City or town) ~ (County) " Gtete) 
ry Hour e.m. While Not While fectory, street, office bldg., afc.) | 
2 oe 19 at work [_] et werk 1 


. 1 certify that (I) (this — attended the deceased from. ear fikaat ink. A. (we) last 
the causes eect on ihe dite stated above. 


nd9 fes8,, and that _deeth Cebu eacaS kao 
22b. DATE 


2 Ree oe. MD. ANS. Bey omecror jet PS. at ’ SIGNED 
“thi WH Fy ard MD Ata chester Add. 


23a. BURIAL, CREMATION, | yi “DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, A or county) cm, _ (State) 


“BD Ee OST YE 5 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC! " Y nagee 251 a. § SIGNATURE 
Siptor-Elgs YTS _ Marpabrod pabend A g UN 1 


saw the deceased alive on.. 
22e. SIGNATURE 


= 


din by the fuy 
Pages 1 and 2 sfowtas® 


rbon 
hi 


ding physician and coy 


permit. Then please remove ca 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wit 


TO FUNERAL DIRECTOR: After this certificate has been signed by the alten’ 
director, page 3 should be detached for use as the burial-transit 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


20M 5-6 


< 
3 
is 
a 


MARYLAND STATE DEPAKIMENT OF MEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07658 CERTIFICATE OF DEATH 11129 
a ie Fe DEATH 2. USUAL RESIDENCE (Where decoesed ee If institution: Residence Bieter e cory arn | 
fe ST. 
Girrell . ; MARYLAND - Vary land * Bailtimore y 
b, CITY ORTOWN i outside Epcreretalinty ¢. LENGTH OF STAY IN 1b c. CITY OR ye (If outsida corporate limits, write RURAL and give neeres! town) 
waite end give neeres! town! 
Eidersberg Woodlawn i 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS oe . IS RESIDENCE 
Grandview Nursing Home 5608 Gwyndale Ave’. ves [] No 


3. NAM 


N TAME ¢ OF First "Middle -? “Last 5 “DATE Month Dey Veer 
(Type ot print) Catherine Smith | beara June 10 > 39 ©5 
5. SEX ~ 16, COLOR OR RACE] 7, MARRIED [CINEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yoors |IFUNDER 1 YEAR| IF UNDER 24 HRS. 
| est birthday) |Months| Deys | Hours | Min. 
F W wipowEg] —bivorceD [} 3/ 13 f 1878 toy dea | | 


Wa. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


House wife Home Baltimore USA i 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

John He Mattheisz Catherine Bender js 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or-unkown) | (Ifyes give weror detes of service) 

No | _—iNo No Mr. Monroe Smith Same as #2 _ 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) ¥ | INTERVAL BETWEEN 
Ps DEATH MEDIATE CAUSE fe) GENERAL ABDOMINAL CARCINOMATOSIS OF _ _|1+ yra,.—— 
7 Fae 


a0 
Conditions, if any, which X,__—s UNDETERMINED TYPE 


gave rise to immediete cause 


(@), steting the underlying DUE TO 

couse lest, aa. (ec) 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile), 19. WAS AUTOPSY 
= 
ils Advanced senile deterioration __| ts O_o fd 
= | 20e. ACCIDENT WAS UNDERLYING [) b. DESCRIBE HOW IN \CCURRED. (E jury i 11 of item 18. 
© | On CONTRIBUTING £1 CAUSE OF DEATH 20b. DE: INJURY O' (Entar nature of Injury in Pert | or Part I! of item 1B.) 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY — Month, Dey, Yer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (Stete) 
rat Hour a.m. While __ Not While factory, street, office bldg., ete.) | 
g + 19 at work ["] et work [] 


21. 1 certify that (I) (this hospital) attended the deceased from. 4/2 ¥G/ 0 2. 


secre Wosscere 10 AMA OLD AP... , that (I) (we) last 
saw the deceased Aaliv; => 10/June/65. « and that death occurred aff. 


SPMrom the causes and on the date stated above. 


i Sea ATTENDING STAFF Fee ENED 
: mo. | PHYS. = DIRECTOR Id Pays. C) 10 / Tune /6 M65. 
22c. PHYSICIAN’ 22d. ADDRESS P on 
NAME (Type) 
_ Vim E Lawson, IJr,, M.D -Box..54_RD#2, Sykesville, .-Maryland.21784 _— 
230. BURIAL, pues I"g DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} (Stete) 
REMQVAL [Speci i 
Burtad | 6/14/65 Woodlawn, Woodlawm Maryl 
24 gJonn DIRECTOR'S SIGNATURE ADDRESS 


wMUN 5 1965 


hn Te. Stansbury 6411 Windsor Mill Rds 


Via? aa 


ré 


completely filled in by the funeral 
n papers. Pages 1 and 2 shoul: 


thin 72 hours after death, 


e attending physjéian al 


death. Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by th 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07653 CERTIFICATE OF DEATH ‘11384 
tf PEACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence befo 
My ¢. STATE b. COUNTY ky 
Carroll MARYLAND Maryland Washington 
b. CITY OR TOWN [if outside corporate limits, cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate y limits, write RURAL end give neerest town) 
(R ai) sek give neerest town) 
ura. ykesville Oy 9mo. 14 Hagerstown =. 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d. STREET ADDRESS e. RAs: 
Springfield State Hospital _Route #1_ ves Bd NOL] 
‘3, NAME OF — First “Middle 4. DATE Month Dey ~ 
DECEASED OF 
(Type oF print) John Henry Clayton Smith DEATH 6 28 19 65__ 
B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 | YEAR | IF UNDER 24 HRS. 


7. MARRIED §¢] NEVER MARRIED [_] 
wipowed [] _bivorce [_} 


5. SEX (6. COLOR OR RACE 
| Pa birthday) 


male white 


“Months Deys 


Hours | Min. 


11-26-95 


69 tas 


10a. USUAL OCCUPATION {Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, aven if ratirad) 

Farmer — -- Washington County i__USA = 
V3. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

John Smith Nettie King a “ 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) | {It yespive werordatesofservice) 


| 220-10-3908 


) 18. CAUSE OF DEATH [Enter only one ceuse par line for (e), {b), end {c).) “INTERVAL oe “ 
PART |, DEATH WAS CAUSED 
| EAT MEDIATE Sau) Acute myocardial infarction 172 °hr 
: DUE TO 


Chocttienst iieaye whtee » Arteriosclerotic cardiovascular disease | years 
| 


_Hospital records 


gave rise to Immediete couse 
(e), sloting the underlying ( OVETO 
cause lost. {e). 


| 19. WAS AUTOPSY 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te) PERFORMED? 

=| Chronic brain syndrome with cerebral arteriosclerosis with ves [] No 
be . 
= [2m AS : jury i item 18. 

& | Se CONTHBUTING Cy CAUSE OF DEATH 0b. Bi IURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 

| (IF EITHER, NOTIFY MEDICAL EXAMINER) ane 

3 ‘20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ; 20f. (City or lown) (County) ~(Stete) 
8 ice Tae While __ Not While foctory, strest, office bldg., ete.) | 

2 oi -- at work [feat work [_] coe H -- 


a 13 CL een “S| ey , 19.65 that §)) (we) last 


21. | certify that 6% (this hospital) attended the deceased from... QoL 
saw the deceased alive on..6m20. 1965. and that death occurred at. , from the causes and on the date stated above. 
22b. DATE 


220. SIGNATURE » - ; 
Ba rf He ff. Realty Au Y aeons MED on oO ta ral 6429-65 _ et 


22c¢. PHYSICIAN’S 5 


NAME (Type) Heinz H. Klaatech, M.D. ma AOONSS Springfield State Hospital 
pe pee Sykesville,—Maryland... 


MhovAl i ee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or counly} 
eC 4 * . 
July “1.1965 Stouffer Cemetery Smithsburg Md. 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25a. REC‘D BY “ges | 2s! I Fe SIGNATURE 
Scott F Minnich & Son Smithsburg Md. JL 1 1965 ? 


\ 
\) 
— 


pers. Pages 1 and 
hin 72 hours after dea 


on pal 


thi 


° hours after death. 
and completely filled in by the funeral 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


©) 


in any 


ransit permit. Then please remov 


cremation, or removal, and 


ed by the attending physician 


After this certificate has been si; 


& 


filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 
director, page 3 should be detached for use as the bur! 


should be 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07669 CERTIFICATE OF DEATH 14434 
esi betoré-admission) 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: 
a, COUNTY a Pa b. COUNTY f 
Carroll MARYLAND ryland Montgome 
b. CITY OR TOWN (if outside corporate Ilmits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 
Sykesville lmo. lidys * Silver Spring 1 
an 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS ; 6. (aU ie 
_ Springfield State Hospital 8303 Houston St. ves] nobel 
3. NAME OF . y Di ‘Ye: 
be First Middle Ha Lton Last 4 Pe Month ay ar 
(Type or print) PEARLIE Gane} - SOLES ee JUNE__17 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED be) NEVER MARRIED 8 DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
i ix] Oo jest birthday) (Months | Days | Hours ) Min. 
Female White wiDoweED [7] pivorceD[]| 2-88-17 yrs. 
10a. USUAL OCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 
Housewife Own Home South Carolina U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Archie B. Hamilton Carrie MacLemore 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 
No Unk. Records, Springfield State Hos 3 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).) INTERVAL Roeper 
PART |, DEATH WAS CAUSED BY: pe 
- IMMEDIATE CAUSE (2) _Lymphosarcomatosig «Mont 


/ 

DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


3 BART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. Poonumenre 
=| Involutional psychotic reaction FORE 

2 ves [9 NOT] 
= 20a. ACCIDENT WAS UNDERLYING ja 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert 1 or Pert I! of Item 18.) 

§ | OR CONTRIBUTING [) CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 

= p.m. 19 at work L_] at work 


21. | certify that (I) (this hospital) attended the deceased from_S=3=b5 _, 43 A Sere cw 19___, that (I) (we) last 

saw the degeased alive on_O-L7-05 19, and that death occurred a€* 30 trom the causes and on the date stated above. 

6. SIGNATI = 22b. DATE SIGNED 
Da ete 


DW] Hanon) HAF Gl oct 7-0 


YS. 
Zc. PHYSICIAN'S 22d. abbRESS Springfield State Hospital 
©?) antonius Glahi&-M, D. | Sykesville,Maryland 
23a. REMOVAL iSpecltyy™” 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pec " a . ~ i 
Banaad 6-21-196, kost Lincotn Cemet: ince Geo Maryland 


24, INERAL DIRECTOR ADDRESS. 5a. REC’D BY REGISTR: 
: 3,0." 
Kad BIE, ic. 8434 Georgia Ga.fwe. ot UN 21 1965 


oh 


Pages 1 and 


pletely filled in by the funeral 
fent, within 72 hours after d 


arbon papers. 


Then please 


f Health prior to burial, cremation, or removal, and in 


director, page 3 should be detached for use as the burial-transit permit. 


Page 4 may be retained by the hospital or attending physician. 
should be filed with the State Dept. o! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within g hours after death. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


VR A15 (4) 
15M 4-64 


pel aa STATE DEPARTMENT OF HEALTH SIL IR, 
VISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1,‘ ND 
oleae bETS2 


CERTIFICATE OF DEATH 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlsslon; 
a. COUNTY a. STATE b. COUNTY 
red " 5 . 
Carroll MARYLAND Maryland Baltimore City = ae 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give fearest town) 
write RURAL and give nearest town) . a 
Sykesville 26yrs.3mos l2dyse Baltimore 7 J OL. 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8 Ea dee 


IS Springfield State Hospital 1012 Granby St. yes] _No 
3. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED DF 
(ype or print) MARY (NMN) SOPHER | DEATH ‘ni 19 
5. SEX 6. COLOR OR RAGE | 7, jaRRIED [-] NEVER MARRIED [qq | & DATE OF BIRTH 8.” AGE (ln years | IF UNDER 1 YEAR IF UNDER 24 HRS, 
is Irthday) Months | Days | Hours | Min. 
Female White wipoweD [-] DIVORCED [_] Unk. O57 yrs, | 
10a, USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR Ii, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
aur most of working life, even If retired) INDUSTRY : COUNTRY? 
eanstress Russia Alien 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Sopher Etta (maiden name unk.) 
15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. SOCIALSEGURITYNO, | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 
No Unk. Records, Springfield State Hospital, 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . ae SWBET END DERG 
IMMEDIATE CAUSE (2)_Renal insufficiency | Days 
a SG) DUE TO +: 
Conditions, If any, which )__Pyelonephritis and nephrosclerosis Wks. & Yrs. 


gave rise to Immediate 
cause {a), stating the ( DUE TO 


underlying causa last. {c) Arteriosclerotic heart disease . Jeers _ 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 19. WAS AUTOPSY 
=| Seni rent ‘Pigat warencla tt PERFORMED? 
§| Schizophrenic reaction, parano: ype ves] No Gy) 
= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part Il of Item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 2c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLAGE OF INJURY (Home, farm,| 20f. (city or town) (County) ‘Gtate) 
f3 Hour a. While Not White factory, street, office bldg., etc.) 
8 
= p at workL_] at work O 
21. 1 certify that (0) (this hospital) attended the deceased from_2=27=39 ___, 19 Pigg fa2 =o. 19____, that (I) (we) last 
saw the deceased alive on__O=9~65___19__, and that death occurred a -“M, fron the causes and on the date stated above. 
2a. ATURE 6 DATE SIGNED 
ATTENDING MED. STAFF 
Ye: toctrre hel Corn mo. PHys. []_oirecror [1] puys. Gd | 6-965 
2 IAN'S —— 22d. ADDRESS Springfield State Hospital 
Agustin del Campo, M. D. i iN 


23a. HOHE ppt | 23b, DATE THEREOF 23c. NAI F CEMETERY OR CREMATORY 23d. LOGATION (City, town or ity) (State) 
2 i olor otek eg, 
. Ke FUNERAL DIRECTOR ADDRESS 5a. REC'D BY REGISTRAR 'S($! 


Lenn S Jews + Sen), nc ~ $317 Ly" p+ PoreydiIN 11. 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR S 07662 MEDICAL EXAMINER’ S CERTIFICATE OF DEATH 1 j j 33 
HEALTH . PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, Uf institution, Residence before edin 
2G .5 e, COUNTY e, STATE b. COUNTY 
S28 Carroll 7 MARYLAND Maryland Allegany f 
3 aie 5 b. CITY OR TOWN WH outside eee limits, ¢. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outsida corporate limits, write RURAL end giva nasrest fown) 
s se write end give neeres! town, 
of Sse (Rural) Sykesville Vyre imo. 9d. Cumberland TT dae a 
Pm] s gs ~~"d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS ‘] . PRN 
AFA 
8/15 FS) E tal 
@.: |, Springticia State Hospi 602 Oldtown Road 
aA? 3. NAME OF First Middle Lest Month “Dey 
© 2 DECEASED 
£3 {Type or print Thomas Franklin Spicer | beams 6 25 
Sea 5. SEX 6. COLOR OR RACE “— 


e Pages 1, 2, and 3 to the fui 
PM3. Page 5 may be retain 


in 24 hours after death. If any 
urial-transit permit. File pages 1 an 


writing the word “pending” in pencil in Item 18. 


ICAL EXAMINER: This cer 


certificate, 
forwarded to the Chief Medical Examiner’s Office along with form 


TO FUNERAL DIRECTOR: Page 3 should be used as a bi 


te 3 


Health or its designated agent, prior to burial, cremation, or removal, and in any event wi 


TO DEPUTY 
please execul 
4 should be 


C, 


z ay 


8. DATE OF BIRTH 


7-27-1919 


IF UR 
“Hours Si Min 


TFUNDERT YEAR 
as “Days 


"79. AGE (in yeors 


‘ay! aes 


7. MARRIED [7] NEVER MARRIED %] 
wipoweo [_] pivorcep [_] 


male white 


TOa. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) '] 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
aéher | as Maryland —~cumberland USA 
13, FATHER’S NAME —— | 14. MOTHER'S MAIDEN NAME a = 
Charles Ernest Spicer | Charlotte Boogher 
Hs WAS DECEASED Gua IN U.S, Ae FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address — a 
“y fe 4 unkown) vps: Bes lots of : se) 
gah 1-46" 219-053-8955 Hospital Records 
he “CAUSE OF DEATH was ‘only one cause per line for (e), (b), end (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 2 . 4 
Rr ee So Myocardial infarction _old_and.new, ——__ | eae 
Y Ao] DUE TO 
Cendifions, if any, which ) Arteriosclerotic heart disease. _|_years 
geve risa fo immediete c 
{e), stating the underlying ( CUETO 
couse lest, «_Acute edema_and congestion of lungs. ~— minutes 
Z| PART Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(e)} 19. WAS AUTOPSY 
is} — se see See RFORMED? 
=| Schizophrenic Reaction, Paranoid Type. Yes rl no [] 
= |2De. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of item 18.) “= 
& | PRIMARY C] or CONTRIBUTING [] 
G | CAUSE OF DEATH amen | -- 
< '20c. TIME OF INJURY — Month, Dey, Yeer | 20d, INJURY OCCURRED 2De. PLACE OF INJURY (Home, ferm, - 20f. (City or town) (County) (State) 
= Siar Ee While Not While fectory, street, office bldg., etc.) | 
3 ae ea. et work (_] at were [_] | — 1 mow 


Lee eee eee ea 
21. I certify that | took charge of the remajag described above, held an Autopsy oO Inspection les} Inquiry Oo and in my opinion 


death resulted from: Natural causes be! ccident ["], Suicide [], Homicide [_], Undetermined manner (iz) 


CHIEF MEDICAL EXAMINER [—] 
ACTUAL 
SIGNATU! 


3 o MD. ASSISTANT MEDICAL EXAMINER im} DST) Ps) heme 
DEPUT ICA EXAMINER 
EXAMINER'S 
NAME (iye)/ W. Glenn Speigher, M.D. 133 bile. if ‘hia 
22a, BURIAL, | 22b. DATE THEREOF eee NAME OF CEMETERY OR awk {Stete) 
MOVAL (Specify) 
urial June 29,1965 St. Mary's Cemetery | <dusbernaiha., Md. 
23, James DIRECTOR ADDRESS 24e. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ames F Pgs lli, b igh ms 
_ : iil ees 2 5 ea JUL 1 1965) foherbeg sail 


Then please remove 


gned by the attending physician 
|, cremation, or removal, and in any even 


The law requires that the death certificate be executed within 24 hours after 
-transit permit. 


attending physician. 


filed with the State Dept. of Health prior to burial 


death. Page 4 may be retained by the hospital or 
TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
be 


VR AIS (4) 
2DM S-63 


Y 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07662 CERTIFICATE OF DEATH 11134 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceesed lived, If institution: Residence before edmission) 
o. COUNTY a, STATE b. COUNTY 


Carroll =; ___ MARYLAND | aryland Carroll 
b. CITY OR TOWN {if outside corporste Timits, ¢. LENGTH OF STAY IN Ib c. CITY OR ja iif oulside corporete limits, write RURAL and give nearast town) 


writa RURAL and giva nearest town) x 
: Mt Airy _ 


d, NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) 


Carroll __Midcleburg 
| “d. STREET ADDRESS 
Brookfield Manor Nursing Home _ 


[AME OF First Mid Tat “4. DATE Month 
DECEASED 4 OF a 
(Type or prin) Milton George Springer DEAEA Disa | ine 1 19635: 
5. SEX 6. COLOR OR RACE B. DATE OF BIRTH S 9. AGE (In yeors {IF UNDER? YEAR| IF UNDER 24 HRS. 


7. MARRIED fK] Never MARRiED [7] 


wiboweD [_] DivorcED [_] Sept. 2 of 1 876 


lest birthdey) 


88 ys 


Months “Deys | 


Hours | Min. 


Male White 


1De. USUAL OCCUPATION (Give kind of work 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Farmer = Frederick Co. Md. \_ U.S.A. 
13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
_ George Springer Fannie Lantz 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address = ~~ 
{Yos, no, or unkown) | (Ifyesgive weror dates ofservice) 
\ a Sa SE None____| Mrs. Helen Snringer, Mt Airy, Maryland 
WB. CAUSE OF DEATH [Enter only 1@ for (a), (b), {e).) INTERVAL BETWEEN 
ONSET AND DEATH 
PART 1, DEATH WAS CAUSED BY: ; 
IMMEDIATE CAUSE i Corohrek arlene selbenresis — a) ee Sees 
So DUE TO 
Conditions, if any, which (b) = — 
gove rise to immadiate couse — ae q = ~ = . 
{o}, steting the underlying Pere, 
couse lest. (e) 
é PART Il, OTHER i Pro tah CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ife}! 19. era fee 
< Is re: ARLE AL, yes [] No a 
S 200. ACCIDENT WAS UNDERLYING [) 2Db. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Pert II of item 1B.) =a r: 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c, TIME OF INJURY Month, Dey, Yeer ‘2Dd. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20{. (Clty of town} (County) — (Stete} 
g Not While factory, sireot, office bldg., etc.) | 
g at work 


to. 1 that (I) (wa) fast 
ea from the causes and on the date stated above. 
22b, DATE 


22a, Cagis ATTENDING MED. STAFF IGNED 
cofe rans fo pirecron (J prs. (] (4 19 fes* 
ae. oa Zipd,_ ADDRESS 
Lom nn ores Bede 


saw the deceased alive on.. 


Z3e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
REMOVAL (Specify) 3 . 
Burial, _|dune 22, 1965| Mt, View Cemetery Emmitsburg, Frederick Co. Md, 


DRESS 


24 oes Ng's 


FO Pre NAT 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: 


on papers. Pages 1 ai 
ithin 72 hours after 


tely filled in by the funeral 


burial-transit permit. Then please rem 


After this certificate has been signed by the attending physician and compl 
of Health prior to burial, cremation, or removal, and in an 


director, page 3 should be detached for use as the 


should be filed with the State Dept. 


VR AIS (4) 


20M 


65 


ty 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07666 CERTIFICATE OF DEATH 11135. 
1, Pe ih 2. USUAL RESIOENCE (Where deceased lived, If eee Residence before admission) 


b. COUN 


Rokk Cory he MARYLAND w 7) UV LA "CALL. oZg= 


b. CITY OR TOWN (if outside corporate limits, ENGTH OF STAY IN 1b |} c. CITY OR TOWN (If Sutside 1. Timits, write RURAL and give nearest town) 
Dy yet RURAL and give nearest town) 


Y PIUKS BU) C= 3 3YFKRS Pup 4 L  FWKS BUR S~ 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) te ET ADDRESS CH Hae gs 


RIDGE ROAD | RDO RCAD, es J nol 


3. NAME OF First Middle Last 4. HAG Month Day Year 


DECEASED 
(ype orpriny 7) DA _A GUST JA YE | DEATH S UNE K 19 cm 
5, SEX 6. COLOR OR RACE | 7, MaRRIED EVER ee ae oF TRTH 9. AGE (In years | IFUNDER 1 VEAR|IF UNDER 24 HRS, 
last birthday) | Months| Days | Hours | Min. 
is wivowen [J __pivorcen | AAVe F SV 7H 


yrs. 
10a. USUAL OCCUPATION (Give kind of work done 11. BIRTHPLACI & i 
during most of working 1 taheven if retired) Es Cems Sista ae area vey) 


10b. KIND OF BUSINESS OR 12. CITIZEN DF WHAT 
INDUSTRY ? 


COUN 
| LOUse Bele HONE CARROLL CouyTy | USA, 
13, FATHER'S NAME. 14. MOTHER’S MAIDEN NAME 


SAN VEL 4N1EL17 ss A RY (es 


(Ves os Ar oN DUT CITE Re ee ame oteriell eee ee = a MEE EWR S BY IC G— 
MANE PMMALV IN CALTRIDER _AARYLAND _ 


EA — 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per Jine for (a), (b), and ae 7 ren BETWEEN 
PART |. DEATH WAS CAUSED BY: 4 
Ba IMMEDIATE CAUSE (a) i poms Soe bs 2 kay 2 
Y kL| 
mf DUE TD , a au 
a a ad 
Cenditions, If any, which (b) fancle n nig: HA a a a hal ate 


gave rise to Immediate 
cause (a), stating the ( DUE TO 


underlying cause last. fe _¢- Mi Os. Fale Fae NONd ne ke 2 tase 
AS AUTOPSY — 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. ioe Saw 
eee nee yes[] Nov] 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part t or Part U1 of Item 18.) 
OR CONTRIBUTING [1] CAUSE OF Di 
(IF EITHER, NOTI EDICAL EXAMINER) TL Ce tes 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
eM 
p.m. 19 at work at work 


21, (certify that (I) (this hospital) ane) the deceased fro: 


saw the deceased alive on. 19¢_s~, and’that death occurred at‘7_At_M, #rom the causes and on the date stated above. 
22a, SIGNATURE 22b. DATE SIGNED 


; : Cin, Darah mo. PHYS NS Ce Bintcror CO) pws, CI ¢- 2-2 yo 
22. Bees 22d. ADDRESS 
| C. Las RL (ame Z Me TT rt Pte Tae Dang. 


“f*, 19_€ 4, that () (we) last 


23a. BURIAL, sane v3 IS Wi; 23c. NAME OF CEMETERY OR GREMATORY 23d, LOCATION (City, town or county) (State) 
REMOVAL Spig YL 


Eugela <p Syd siphink tARYLAN QD. 
247 / FUNERAL Fe ADDRESS 


25a. REC'D BY REGISTRAR | 25b. “REGISTRAR’S “SIGNATURE 


7 Se) a be JUN 28 1965 feborbe Jucpe _ 


eS 


MARYLAND STATE DEPARTMENT OF HEALTH 
2665 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


i 


CERTIFICATE OF DEATH } 3 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY G 1 a. STATE b. COUNTY 
arroll MARYLAND Maryland Carroll 
write RURAL and give nearest town) 


b. CITY OR TOWN (if outside corporat limits, ¢, LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
Sykesville l month 7 patapsco 


n papers. Pages 1 and 
thin 72 hours after deg 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) |) d. STREET ADDRESS. 6. eee 
Pullen Nursing Home ! ves] nol¥ 
3. NAME DF First Middle 4. DATE Month Day Year 


== Last 
timers Willaed Wilson’ Tay /oe |" Hon Jone ay wee 


5. SEX 6. COLOR OR RACE | 7. manRieD [-] NEVER MARRIED[-] | 8/ DATE OF BIRTH 9. AGE (In years [IFUNDER1 YEAR| FUNDER 24HRS, 
1 Baht ee birthday) (Months | Days | Hours | Min. 
male white WIDOWED FE] pworceof]] Sept. 20,1878 | 8 in. 


during most of working life, even If retired) 


10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND DF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
INDUSTRY COUNTRY? 
Carroll Co., Maryland U.S.A. 


The law requires that the death certificate be executed within 24 hours after death. 


or attending physician. 


) 


MEDICAL CERTIFICATION 


~ 


laborer 

13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Noah Watson Taylor Eliza Jane Evans 

15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) a a atapse 

== -- 214-16-1665 Mrs. George L. Blizzard Fokepscg» 

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : ‘ " bial DA 
7 MMEDIATE GAUSE (a) Coronary thrombosis, arteriosclerotic heart 


HO) DUE TO 
Cenditions, if any, which dise ronic brai May 1965 
gave rise to Immediate ay iz ase, chronic brain syndrone, gangreness as 
cause (a), stating the 

underlying cause fast. (c). uleers of the lower exty iti June 24, 65 


PART U1. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) |19. Eve 


yes(] not] 


20a, ACCIDENT WAS UNDERLYING ia 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part il of Item 18.) 
DR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm,| 20f. (City or town) (County) (State) 


Hour While Not While factory, street, office bldg., etc.) 
at work at work 
21. | certify that (1) (this hospital) attended the deceased from. May ___, 1965, to_June 24 19 65, that (1) (we) last 
saw the deceasewalive on_June 24, 19 and that death occurred at_©_AsM, from the causes and on the date stated above. 
. SIGNATUI eee: “a. 6 uo» -) —— a 


— 
ATTENDING ED. STAFF 
M.D. PHYS. pirector L] Puys. []| 6+24~65 


22c. PHYSICIAN'S H 22d. ADDRESS 
[a REO Mewarks Peel salt. B Sykesville, Maryland 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


Page 4 may be retained by the hosp 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


238. “BURIAL, CREMATION, 280, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
(Specify) 
Siri t June 26, 1 Carrollton Ch. of Gog| Finksburg, RD., Maryland 


eppiolic Taff JUN 28 1965 _fCHorbes Juage 


24. FUNERAL DIRECTOR ADDRESS Sa. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Q_X 2 eeu ne, 


\ 


filled in by the funeral 
papers. Pages 1 and 


: o 


lease remove 


-transit permit. Then pl 


quires that the death certificate be executed within é hours after death. 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and com, 


director, page 3 should be detached for use as the bur' 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


YR A15 (4) 
15M 4-64 


hin 72 hours after dea' ‘= 


should be filed with the State Dept. of Health prior to burlal, cremation, or removal, and in any 


any 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07665 CERTIFICATE OF DEATH iy Ed = 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Res! 


a. COUNTY CARROLL a. STATE MARYLAND b, COUNTY 


MARYLAND ALLEGANY 
by CITY OR TOWN (If outside corp ats. limits, ¢, LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town’ 


KES @ I MONTH LI8GREEN STREET, COME JRLAND MD, 
TAME OF HOSPTIAL OF NTT THOR Fase in hospital, give street address) || d. STREET ADDRESS [| & I$ RESIDENCE 


SPRINGFIELD STATE HOSPITAL TI8GREEN STREET ves] nope) 
3. es First Middle. Last 4. ral Month Day Year 
PROEASED )  PASQUA,.N MW TOMET TOFANI DEATH JUNE 5 19 65 
5. SEX 6. COLOR OR RACE 77, MARRIED [~] NEVER MARRIED[]| ® DATE OF BIRTH oars [IF UNDER 1 YEAR|IF UNDER 24HRS, 


9. AGE ae Guth 
Irthday) | Months | Days 


Min. 


female w winowen X] __oivorcen | 3/28/80 


yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. a la elie OR Li. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


HOUSEWIFE BL ITALY vy i 
13. FATHER'S NAME ae + 14, MOTHER'S MAIDEN NAME 


PIETRO , TOMET . PERFETTA. LANZI 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
Yes, ne, of unkown) fener’ of service) 


16. ee es INFORMANT Address 
4 SPRINGFIELD HOSPTTAL RECORDS, SYKESVILLE MD 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).2 es BETWEEN 


BI Dee LARGE MYOCARDIAL DISEASE, CARDIAC FAILURE 


DUE TO v 
Conditions, tf any, which ___ CHRONIC GLOMERULO NEPHRITIS YEARS 
gave rise to Immediate itSain 
cause (a), stating the E 
underlying cause last. (o)2 . Yaans 
FS PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN RO 19, WAS saelaseasi 
S CBS ASSOCIATED WITH SENILE BRAIN DISEASE WITH PSYCHOTIC RLAC wo No Bl 
= 20a, ACCIDENT WAS UNDERLYING 20b, “ DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part U or Part Il of Item 18.) 
§ | OR CONTRIBUTING [) CAUSE OF DEATH 
@ | (IF EITHER, NOTI EDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
5 Hour a.m, factory, street, office bidg., etc.) 
= pee while Not While 
= p.m. 19 at work at work 


attended the ay ee or pe to: that (I) (we) last 


eath occurred ai , from the causes and on the date stated above. 
22, DATE SIGNED 


Fis S 3] _Blncror C1 BANS. ol 6/5/65 


21. I certify that (1) (this hosp 
saw the deceased alive o1 ws 
22a. SIGNATURE 


yal 


tat yotcn 
22. PHYSICIAN'S 22d. ADDRESS S y 
Ca cous SYKESVILLE MD. 
NACL —SPRINGETELD 3 
23a. BURIAL, Fee r 9-¢ THERE 23c, NAME OF pa IR + ne iy LOCATION (City, town or county) (State) 
REMOVAL (Specify) 5 \St Vatoo 4 Poa 


24, FUNERA\ 7, ‘ADDRE: 25a, 1 Cate 
Fgh “Ad ve oe vate JUN 8 196 4 


ie 


\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


YR A15 (4) NN 
15M 4-64 


The law requires that the death certificate be executed within : hours after death. 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
one OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND * 


=n CERTIFICATE OF DEATH 14 
ton = aT es 
22 & 1. PLAGE DF DEATH ty 2. USUAL RESIDENGE (Where deceased lived, If institutlon: Resi jon 
= 4 a. STATE . D. COUNTY 
2y2 (TKO f b MARYLAND Pennsylvania 
es b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
2g 2 write RURAL end give nearest town) ek ? oS hs,” ‘ 
a9 Manchester cat Pittsburgh LF Ans 
gen d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
eS 
= 82/7 Hi Manchester, Md 214 McCully Street ves] Noe] 
Bs 3. BecEhece First Middle Last 4. DATE Month Day Year 
3 
sg (ype or print) Walter Russell Warner DEATH June 10, 19 65 
8e j 5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED [_] | & DATE OF BIRTH 3. AGE {In years [TFUNDER 1 YEAR|IF UNDER 24 HRS. 
ote last birthday) Months | Days | Hours | Min. 
Bee Male White wippweo [3 pivorceo[]| Oct. 2, 1891 3 aan! 
o£ 102, USUAL OCCUPATION (Give Kind of work done) 0b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelpn country) | 12. CITIZEN OF WHAT 
3 Sa during most of working life, even If retired) INDUSTRY . COUNTRY? 
225 Dayton, Ohio U.S.A. 
Boy 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Bee William R. Warner Alloman 
Re 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIAL SECURITYNO. | 17. iNFDRMANT Address 
ie Ss (Yes, no, or unkown) (it yes olve war or dates of service) 2205 Lan gle St < 
85 Yes Mexican Yes Eugene R. Warner ; 
as 18, CAUSE OF DEATH {Enter only one catise ger line for (a), (b), a) , INTERVAL BETWEEN 
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